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Tua nos misericordia, Deus, et ab omni subreptione vetustatis expurget: 
et capaces sanctae novitatis efficiat. 


THE first Easter of the postwar period! How much does Christ’s Easter greeting mean to us today — 
Pax vobis, peace be with you? It is true there still is much of the old hatred and suspicion, much of the 
old spirit of revenge, much of the desire to profit individually and nationally from the bloodshed and the 
death of war, but at least the horrors of the atrocities and the agonies of battle and the upheavals of the new 
weapons have all temporarily ceased, and with expectant breath the world looks forward to the announce- 
ment of the coming peace. When will it come? 


With peace will come a new world — such at least is the hope of every human heart that has paid the 
price of the incalculable suffering and the indescribable agony of the past five years. There will come 
a new world which must find us ready, prepared for new responsibilities, new outlooks, perhaps new 
sacrifices. Can we make ourselves ready for all of this? 


In the Mass of Tuesday of Holy Week, there is a prayer which may well be the keynote of the 
expectancies that stir the minds and hearts and souls of men today. It is a prayer against a contented 
conservatism, a prayer against a leisurely and lethargic acceptance of what has been, a prayer against 
the infiltration into the soul of the restlessness of age, but a prayer also for the receptivity of 
the soul for a holy newness, a prayer for progress, a prayer for a new outlook upon the things of the world, 
upon the things of the spirit. “By Your great mercy, oh God, purge us of all insinuation of 
‘oldness’”” — an insinuation of oldness that creeps and crawls into the soul, forcing it into the forms and 
patterns to which it has been accustomed and preventing the restlessness of a new ambition — “and 
render us capable of a holy newness.” We do not pray for a holy newness, but for the capacity to 
acquire a holy newness of spirit of mind and heart, of determination of will. Progress lies in the trend 
toward achievement. We pray, not for achievement, but for the restless striving for achievement. God’s 
omnipotence can produce results in the manner indicative of an omnipotent will. It takes man’s free 
will, freely given and freely dedicated, to strive for achievement. Here on earth our prayer is that we 
may increase our capacity for the new strivings toward a new perfection. 


The Easter Day for the Catholic hospital is a day of new aspirations, new hopes, and new decisions. 
This Easter Day for the Catholic hospital will be also a day of renewed hope for a new world in 
which the Catholic hospital will be in a still truer sense than ever before the beacon light of hope for 
the souls of sufferers none the less than a promise of health for their broken bodies. 


There are threats today to the safety, to the spirit, and to the activity of the Catholic hospital. There 
is the ever abiding spirit of materialism which perennially threatens the spiritual viewpoints. There is 
the periodical resurgent emphasis upon commercial principles which attaches itself like a cancerous tumor 
to the soul of the hospital and metabolizes stealthily and unobtrusively throughout the hospital until it 
assumes lethol dimensions and kills the spirit of Christ, the spirit of religion, and the spirit of the 
three virtues. There is the threat of institutional individualism, another age-old enemy, that will raise 
its ugly head and revive its despicable selfishness whenever someone loses sight of the self-annihilation of 
the religious life and the all encompassing sacrifice of religious service to the sick. It is against the 
inroads of these age-old enemies to the Catholic hospital that we pray in the hope that we may be 
rendered capable of a brighter spirituality, of a more fervent self-dedication, of a more complete absorp- 
tion into the interests of those whom God has placed trustingly into our charge. 


Around the cross there surged materialism and commercialism and self-interest. It was they who 
cried “Crucify Him,” but there stood at the foot of Christ’s cross a silent and broken-hearted sorrow, 
but with faith and anticipation the spirituality, the self-dedication, the other worldliness of those to 
whom, on Easter Sunday morning, Christ gave his first Easter greeting, “Peace be to ydu.” May this 
be the greeting which resounds through the corridors and wards of every Catholic hospital through- 
out our lands, the greeting from the tabernacle of the risen Saviour.— A.M.S. 
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Thirty-First Cunual Convention 





Convention Call 


to the 


Mothers Superior and Sisters Administrator 


of the Catholic Hospitals 
of the United States and Canada 


My Dear SISTER: 


Upon the invitation of His Excellency, the Most Reverend Moses E. Kiley, and by the decision of the Executive Board 
of the Catholic Hospital Association, the Thirty-first Annual Convention of the Catholic Hospital Association of the 
United States and Canada will convene in Milwaukee, Wisconsin, on the afternoon of Pentecost Sunday, June 9, 1946. 
The Association was scheduled to accept the invitation of His Excellency for the year 1945. Due, however, to condi- 
tions then existing, as is well known, a general convention was omitted and the meeting of the Executive Board which 
took place in June of that same year, in St. Louis, Missouri, was declared officially to be the Thirtieth Annual Conven- 
tion. The invitation of His Excellency, the Archbishop of Milwaukee, therefore, was accepted for the current year. 


The Revolution A year has scarcely passed since the great events which terminated the Second World War have 
taken place. In the rapid march of events, it is almost incredible, from one point of view, 
that only a year has passed since those momentous happenings; from another point of view, it would seem as if a 
decade of years at least should have intervened between the victory date of 1945 and the reconverted days of 10946. 
Whatever might have been the lapse of time, this much is certain, that an enormous revolution extending into every 
nook and cranny of the lives of the world as a whole, of nations, and of individuals has taken place —a revolution 
so fundamental and thoroughgoing, that the patterns not only of our conduct and thought, but even of our 
emotions and feelings, of our outlooks and planning have been radically modified and in many instances replaced 
by the newer modes. . 


The Hospital The hospital has not escaped the general revolution. Scarcely a decade ago, we began planning 
of the for the anticipated changes in the hospital’s activity and responsibility. We began to speak of the 
Atomic Era enlarging field of hospital activity. We projected the hospital as a public relations center for its 
community, as a health center, a teaching center, a center of dynamic influence upon almost 
every community activity associated ever so remotely with the broad concepts of health. Today, through processes 
incredibly sudden, the revolution which seemed to have been initiated in an orderly fashion, and which seemed to have 
been planned with prudence and foresight, is already complete and there can be no longer conversation about what 
is to be, but what actually is. From many points of view, the revolution in the hospital is comparable to the revo- 
lution in human society, which is traceable to the sudden emergence as an important cultural influence of the 
atomic bomb. It was prepared in secret over a long period of time, planned by master minds, prepared with all the 
refinements at the disposal of modern science, but when the bomb fell from the skies and Hiroshima was pulverized, 
a new era in human history had suddenly dawned. The hospital today and the hospital of 1940 are two radically 
different institutions. They may be housed in the same building and manned by the same personnel, but the hospital of 
1940 represents the culmination of ages gone by; the hospital of 1946, the anticipation and promise of ages still to 
come. Is it surprising that we should choose as the motto and embodiment of the Thirty-first Annual Convention the 
significant words, “Beyond the Reconversion Period”? _ 


But, my dear Sister, is this the whole of today’s story? Is there nothing that has survived the upheaval: nothing 
that has been carried over from the pre-atomic to the atomic days; nothing that remains unchangeably anc irrefv- 
tably true amidst the ceaselessly changing moments of the world? Calvary was an historic moment, but Calvary 1s 
also an eternally persistent fact. Christ lived and died but Christ, “the same yesterday, today and forever,” lives a 
truly today as He did in the prophesies of a former Testament, and as He will live throughout the ages of eternity. 
He will live in the hospital of the future as He lived in the hospital of the past. The gates of hell shall not prevail 
against all that He has founded. Omnipotence made even the atom and laid down the laws of its operation, and 
Omnipotence will still guide even the puny efforts of man to follow the laws which their Creator has founded. 
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II 


Beyond the We dedicate the Thirty-first Annual Convention to the rediscovery and the amplification of the 
Reconversion hospital beyond the reconversion period. For us who have accepted the charity of Christ as the 
Period guiding principle, the inspiration and the dominant influence in our institutions and of our 
service in those institutions, there continues the persistent motive and the continuing grace of 

Christ to do in the future as our predecessors have done in the past; namely to use what a wise and loving Providence 
has put at our disposal for the care of those in whom we serve Christ and whom we invite to find Christ in us. 
If a century ago we had the use of only the simplest of utensils and of instruments to help us care for patients, 
who to us were other Christs, so today, we have at our disposal the intricate and complex and incredibly efficient 
materials that assist us in the work which we have to do. The difference is neither in the work nor in the inspira- 
tion, nor in the motive; the difference is only in the mode of doing that work and in the means which 


we employ to do it. 


The Heritage And so today, when on behalf of the Executive Board of the Catholic Hospital Association, it 
of the Catholic is my privilege again to issue the call for the Thirty-first Annual Convention, I do so with a 
Hospital keen realization that the world has changed, and people have changed, and our hospitals have 
changed, but that the enternal truths upon which our institutions have been founded persist. 
It will be the work of the Thirty-first Annual Convention to reconcile the persistence of unchanging truths with the 
facts and discoveries and viewpoints of a reconverted world; to reconcile the hospital that was and as it was in the 
days of its foundation, with the hospital that will be. Our Sisterhoods and Brotherhoods have carried over their rules, 
their customs, their spirit into the future. They must find in that future the new tools and the new philosophy which, 
potent 2s they may be, can still not replace the heritage of the past, but which, by reason of their very potency, can 
make that heritage yield larger returns for the effectiveness of the Catholic hospital, and can derive from that heritage 
a fuller effectiveness in the achievement of future greatness. 


III 


The Opening Session of the Convention will be held in the Municipal Auditorium, Milwaukee, Wisconsin, on 
Sunday afternoon, June 9, at 2:30 o'clock. The meeting will be welcomed by His Excellency, the Most Reverend Arch- 
bishop of Milwaukee, and by His Excellency, the Most Reverend Bishop Alter on behalf of the National Catholic Wel- 
fare Conference, and will then celebrate the One Hundredth Anniversary of the founding of St. Mary’s Hospital, Mil- 
waukee, by the Daughters of Charity of St. Vincent de Paul, the first hospital in the state of Wisconsin. The President of 
the Association will then present his address, and the other necessary formalities for the opening of the Convention will 
then take place. 


The Opening Pontifical Mass which will be celebrated by His Excellency, the Most Reverend Archbishop of 
Ceremony Milwaukee, Moses E. Kiley, will take place on Monday morning, June 10, in the St. John’s 
Cathedral at 9:30 o'clock, with due solemnity and ceremony. It is anticipated that one of Their 

Excellencies, a member of the Hierarchy will preach the sermon. 


The General Besides the opening meeting, there will be four general meetings on each of the four afternoons 
Meetings at 3:00 o'clock, and one special general meeting to be held after the Convention for those who 
decide to prolong their stay. The general theme of the Monday afternoon meeting will be “The 
Increasing Community Responsibility of the Voluntary Hospital”; that of Tuesday afternoon, will treat “The Hospital 
as an Educational Center”; the meeting of Wednesday afternoon, “The Religious in the Intensified Hospital Program”; 
and the meeting of Thursday afternoon, “The Voluntary Hospital’s Expanding Service to the Nation.” It is anticipated 
that for each of these meetings, speakers of distinction and authority will be secured. In view, moreover, of the critical 
nature of many of the topics which will be treated, these meetings will, no doubt, mark milestones in hospital progress 
for our Catholic institutions. Surely, as far as one can remember, there was never a time when more far-reaching prob- 
lems confronted the Catholic hospital. Neither was there ever a time when the influence upon the Catholic hospital of 
public questions threatened with greater menace to invade the supernaturalism of the Catholic hospital. 


At Monday afternoon’s meeting, it is planned to have presented papers on national legislation and its effect upon 
hospitals; the co-ordination of hospital activities through state legislation; the integration of local hospital services 
through community organization; and finally, the effect of today’s legislation and financial condition of our institu- 
tions upon the tax exempt character of the voluntary hospital. All of these certainly are matters which profoundly 
affect the future of our Catholic institutions. Similarly, in the meeting on Tuesday afternoon, which will deal with the 
growing responsibility of the hospital in education, this responsibility will treat the future problems of nursing educa- 
tion, hospital surveying, the education of hospital administrators, and progressive education for the various health profes- 
sions. On Thursday afternoon, it is hoped that a representative of the Veterans’ Administration may speak authoritatively 
on the care of the veterans, and the Surgeon General of the United States Public Health Service, on a nationally integrated 
plan of hospital service. 


The general meeting on Wednesday afternoon will in reality be composed of three sections, the first being a 
meeting of the entire Convention to hear addresses by Their Excellencies, members of the American and Canadian 
Hierarchy on the spiritual aspects of hospital care by members of our Religious Orders; the second, a business meeting, 
f--senting reports of the various officers of the Association; and the third, the Executive Business Meeting, open 
to the Sisters only. 


A special meeting for those Sisters who may choose to remain, will be held on Friday morning at a time and place 
still to be announced. Attendance at this meeting will be restricted. It will be addressed by officers of the Association 
on matters of specialized importance to our Catholic institutions. 
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The Sectional The planning of the sectional meetings, which will be held on Tuesday, Wednesday and Thursday 
Meetings mornings, was attended this year with particular difficulty, since there is need for the discussion of 
an almost endless number of specialized problems. Three of the sectional meetings will deal with 
questions pertaining to the hospital’s relation and service to the public; one with public relations, the second with the 
Blue Cross, and the third with aspects of the medical service plans. Management problems will be discussed under the 
three headings of personnel, purchasing and hospital accounting. Nursing service will be treated in three meetings focus. 
ing attention upon first the administrative phases of nursing service; secondly, the auxiliary workers in the hospital; and 
thirdly, certain special problems connected with the adminstration of nursing for the patients of the surgical service. Three 
additional sectional meetings will deal with the technical problems connected with the medical staff of the hospital; the 
first, with the very important present-day problems of the resident staff; the second, with physical medicine; and the 
third, with vocational rehabilitation. It is particularly difficult to select the departments to which special sectional mectings 
should be allocated. The three hospital departments which seem to have the most pressing problems are the pharmacy, 
the dietetics department, and the radiology department, and to these, accordingly, additional meetings were assigned. 


IV 


The Technical The exhibit this year at this Convention will probably prove to be the most significant which 
Exhibits the Association has ever assembled. The exhibitors are looking forward to this Convention with 
keenest of interest. Convincing evidence of this interest is the fact that within a few days after 
the announcement of the Convention, every single exhibit space had been taken. Most of the exhibitors will prepare 
specially manufactured materials of the latest design. It is anticipated that many of the exhibits will show hospital 
equipment which is pioneering in character. Since this will be the first of the large hospital exhibits to be shown in 
the postwar period, you may be sure that the exhibitors will do all in their power to impress the hospital world and partic- 
ularly the Sisters with the results of the intervening years since our last real exhibit in 1942. Certainly within feur years, 
enormous changes have taken place in the use of materials, in the construction of apparatus, and other equipment, and 
in the development of instruments and equipment. 


Professional Educational exhibits have not been overlooked. Approximately 25 of the professional groups have 
Advances already indicated their intention of bringing to the notice of the Sisters, the development in the 
various phases of hospital activity represented by these organizations. 


Hospital Besides, the Catholic Hospital Association itself will organize an exhibit of plans of hospitals 
Historical Plans _ recently constructed or modernized. Materials in this group of the exhibit will undoubtedly be 
sufficiently valuable and voluminous to merit many hours of study by those who have responsibilities 

for the conduct and development of our institutions. 


Conclusion What more fitting day could there be for beginning our First Postwar Convention than the Day 
of the Holy Spirit? His holy gifts of wisdom, understanding and counsel, knowledge and fortitude, 
piety and fear of the Lord, may, we hope and pray, be poured forth in the abundant wealth and fullness of His divine 
generosity to let us see the deep import of the work we are doing for the poor and the suffering; of the work we are 
accomplishing for bringing the knowledge and the love of Christ into the hearts of those who, through God’s grace, 
are entrusted to our care; of the work we are accomplishing in our own personal sanctification through our service to 
others. We need the illumination of our minds through the gifts of wisdom,-understanding, counsel, and knowledge, and 
the strengthening of our wills through fortitude and the fear of the Lord, and we need that warmth of our self-dedication 
in our work that comes to the soul through the gift of piety. 


Surely, then, under the guidance and inspiration of the Holy Spirit will our Sisters assemble to plan firm policies for 
the uncertainties of the future; sound principles of service and self-dedication for the years of reconversion; spiritual 
insights for the crass materialism with which so many have learned to view the spiritual graces of sickness. To the 
Holy Spirit we dedicate the First Postwar Conference and the Thirty-first Annual Convention of the Catholic Hospital 


Association of the United States and Canada. 


President 
April 18, 1946 
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The Extension of the Social Security Act 


Introduction 
Alphonse M. Schwitalla, S.J. 


THE interest of the Catholic hospitals of the United 
States in old-age and survivors’ insurance is far-reaching 
and of long standing. Ever since Congress undertook the 
first formulation of social security legislation, the Catholic 
Hospital Association has attempted first of all to interest 
the Sisters in the significance of old-age and survivors’ 
insurance, and second, to interpret and modify projected 
legislation so that both the social purposes and the economic 
considerations which interplay in every single detail of this 
legislation may be given due emphasis and support. 

The thought is emphasized times without number that 
the Catholic hospital should be a model institution in which 
conditions of employment should find their most ideal 
expression. As in all other matters, so in this, the Catholic 
hospital must be worthy of its purposes and its ideals to 
be a Christlike institution. Especially should this ideal 
attitude of the Catholic hospital extend to those who for 
one reason or another are most worthy of our consideration 
by reason of their need. Among such employees, one thinks 
first, of course, of those whom old age is rendering 
progressively less capable of carrying on duties and responsi- 
bilities in the complicated rivalries of life. One thinks also 
of those who survive the deaths of our employees, who may 
under certain conditions and: circumstances be left orphaned 
and alone. 

When, in 1933, social security began to be discussed, 
the institutions which, by reason of heir nature, were 
considered religious, charitable, or educational institutions, 


made a strong plea that their employees be not included in 
the contemplated legal provisions of old-age and survivors’ 
insurance. The reason for this attitude at that time seemed 
convincing and cogent. They pertained first and foremost 
to the allegedly excessive burden which would be imposed 
upon these religious, charitable, and educational institutions 
if an additional social security tax were imposed upon 
them, and second they pertained to the fear of these tax 
exempt institutions lest through their acceptance of social 
security taxes, their tax exempt status might be imperiled. 

With the passage of time this attitude has been subjected 
to continuing and penetrating study. In order that the 
Sisters of the Catholic hospitals may be made aware of the 
far-reaching intricacies of this subject, we place before them 
the three papers which were presented at the hearing before 
the Committee on Ways and Means of the House of 
Representatives. Mr. Montavon expressed the viewpoints 
of the National Catholic Welfare Conference, to which, 
of course, the Catholic Hospital Association has whole- 
heartedly subscribed. The Reverend John G. Martin, S.T.D., 
made a statement on behalf of the American Protestant 
Hospital Association, and Mr. Van A. Bittner, Chairman 
of the Social Security Committee, Congress of Industrial 
Organizations, presented a statement on behalf of his 
organization. The three papers form a remarkably fine, 
more or less unified presentation of this very important 
legislation which touches ethics, moral theology, economics, 
sociology, religion, at so many points. — Editor. 


|. Catholic Hospital Association—N.C.W.C. 


William F. Montavon* 


IT IS my understanding that today our discussion deals 
only with Title II of the Social Security Act which provides 
Federal Old Age and Survivors Insurance benefits and with 
Section 1426(b)(8) of the Internal Revenue Code which 
exempts certain organizations from the payment of taxes 
imposed under the Federal Insurance Contributions Act 
(Title VIII of the Social Security Act). 

The provisions of the Internal Revenue Code are the 
following: 


Sec. 1410. 
In addition to other taxes, every employer shall pay an 
_ tax, with respect to having individuals in his em- 
ploy. 


"Director, Legal Department, National Catholic Welfare Conference, 
Washington, D. C. Statement submitted before Committee on Ways 
and Means, March 6, 1946. 


(The rate is fixed by the statute and is intended to in- 
crease progressively until it is 3°, of the wages paid by 
the employer.) 
Sec. 1426(a) defines wages and Sec. 1426(b) defines em- 
ployment as follows: 
“The term ‘employment’ means any service . . . except: 
(There are ten classes of service exempt under this ex- 
ception.) 
Among these exempted services is: 
(8) Services performed in the employ of a corporation, 
community chest, fund, or foundation, organized and 
operated exclusively for religious, charitable, scientific, 
literary, or educational purposes, or for the prevention 
of cruelty to children or animals, no part of the net 
earnings of which inures to the benefit of any private 
shareholder or individual, and no substantial part of the 
activities of which is carrying on propaganda, or other- 
wise attempting to influence legislation. 
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This exception by definition has the effect of exempting a 
large number of organizations and their employees from 
the payment of tax under Sec. 1410 and their employees 
from the payment of tax under Sec. 1400. 

This exception results further in the exclusion of the 
employees in these excepted employments from the benefits 
of Old Age and Survivors Insurance. 

A considerable number, probably a majority, of these 
employers do not desire to have their employees thus ex- 
cluded. 

These employers frequently are closely related to the 
church. I cannot speak for all of these church related or- 
ganizations. I can speak only on behalf of the thousands of 
voluntary organizations including hospitals, charitable, and 
educational institutions throughout the country that are 
affiliated with the Catholic church. These Catholic organi- 
zations have not looked with favor on any provision of law 
which denies to their employees any benefit provided by 
law for employees in general. 

This problem has been apparent to the National Cath- 
olic Welfare Conference from the time in 1934 when the 
Committee on Economic Security was discussing social in- 
surance in preparation for its report submitted to the Presi- 
dent on January 15, 1935. The Committee on Economic 
Security was not willing to discuss the problem of the tax- 
exempt organizations at that time but did recommend that 
in legislation to be enacted provision be made for annuity 
bonds for the benefit of persons excluded from Old Age and 
Survivors Insurance benefits. That recommendation was 
not looked upon with favor by this Committee in 1935 
when the report of the Committee on Economic Security 
was made the basis of the Social Security Act. 

I accompanied a committee representing three national 
hospital associations which appealed in 1935 to this Com- 
mittee to give consideration to the tax-exempt status of 
voluntary hospitals. 

Appearing before this Committee, the Chairman of the 
Social Security Board, a gentleman with whom I have al- 
ways had most cordial relations, recommended, only ten 
days ago, that Old Age and Survivors Insurance be extended 
to all gainful employment including, “Employees of non- 
profit institutions.” 

He said at that time: “No administrative problems are 
involved in covering nonprofit employees.” The exclusion 
of the employees of these institutions has not been based 
on any thought that to include them might occasion any 
administrative problems. The exclusion of these employees, 
unfair though it is, is traceable to the failure of this Com- 
mittee to develop a formula under which provision would 
be made to extend to these employees the benefits of Old 
Age and Survivors Insurance but which, in extending bene- 
fits, would give sincere and full recognition to the fact that 
traditionally these church related activities have been gen- 
erally exempt from taxation. Attention is called to the fact 
that this exaction is a “tax with respect to having individuals 
in his employ.” 

This exclusion of a large number of employees and the 
resulting shifting by employees from covered to noncovered 
employment has resulted in serious administrative prob- 
lems and, I might say, inequities. The uncertain cost of 
social insurance, which tends to expand, as well as the fact 
that the traditional tax-exempt status would be jeopardized, 
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have deterred voluntary tax-exempt organizations from de. 
manding that their employees be not denied by law the 
right to share in the benfits of Old Age and Survivors In- 
surance. The income of these organizations and, par. 
ticularly, the church related organizations, for whom | 
speak, comes in great measure from donations and from 
economy in administration. That income is not easily pre- 
dictable. It does not justify the incurring of long-term obli- 
gations, the amount of which is not easy to calculate before- 
hand. 

In both houses of Congress legislative bills have been in- 
troduced which, it has been the hope of the proponents, 
would meet this condition. The Federal Insurance Contrj- 
butions Act of 1939 was a step in the right direction, but it 
was only a step. It did not extend the benefits of Old Age 
and Survivors Insurance to the employees of “nonprofit” 
employers, although these employees need those benefits 
in as great or greater degree than do the employees of 
“profit” organizations. There can be no doubt as to the 
social value of the services rendered by these church con- 
nected “nonprofit” organizations through thousands of 
health, charitable, and educational institutions. 

To levy a tax “with respect to having individuals in his 
employ” on these organizations would be a marked de- 
parture from the customary attitude toward these organi- 
zations. I believe that the difficulty thus stated is worthy 
of your earnest consideration. By its nature a tax is com- 
pulsory. It is this compulsory nature which disturbs most 
of these organizations. My correspondence over the years 
justifies the belief that a great majority of the excluded 
agencies would willingly accept the present cost of social in- 
surance to the extent of their ability to meet that cost if it 
were not for this compulsory nature of the contributions. 

The problem here posed is not wholly unlike that which 
arises out of the proposal that employees of state and local 
governmental agencies be made eligible for Old Age and 
Survivors Insurance benefits. Your Committee has before 
it a bill which would extend social insurance to these gov- 
ernmental agencies under a compact freely entered into and 
terminable on two years ‘hotice. A similar formula, it is 
my opinion, might be adopted to extend Old Age and Sur- 
vivors Insurance to the individuals in the employ of the 
agencies now excluded from these benefits. 

Speaking for the National Catholic Welfare Conference, 
which is the voice of the Catholic Bishops of the United 
States, I earnestly recommend to the favorable consideration 
of this Committee at this time the following proposals that: 

1. The lay employees of nonprofit agencies be fully 
covered by Old Age and Survivors Insurance under a plan 
which would provide optional entrance on the part of the 
employer; 

2. That when this voluntary acceptance of coverage has 
been effected there shall be full contribution to the trust fund 
by employer and employee; 

3. That the law embody a statement of policy which 
would adequately safeguard the customary and traditional 
tax-exempt status; 

4. That the voluntary acceptance have reference solely 
to lay employees excluding the clergy and members of reli- 
gious orders; and 

5. That provision be made for the withdrawal, under 
defined conditions, by any nonprofit organization. 





ll. American Protestant Hospital Association 
Rev. John G. Martin, S. T. D.* 


MISTER Chairman and other Honorable Members of 
the Committee on Ways and Means: 

For the record, I am John G. Martin, a clergyman of the 
Episcopal Church, and superintendent of the Hospital of 
Saint Barnabas and for Women and Children, of Newark, 
New Jersey. I am a past president of the American Prot- 
estant Hospital Association and a member of its Board of 
Trustees; also a member of the Joint Committee formed. of 
representatives of the American Hospital Association, the 
Catholic Hospital Association, and the American Protestant 
Hosp tal Association. I am also a past president of the New 
Jersey Hospital Association and a member of its executive 
committee and chairman of its Committee on the Study of 
Pensions. 

Our hospitals comprise a considerable portion of that 
large group of nonprofit institutions which are now ex- 
cluded from participation in the provisions of the Social 
Security Act. We respectfully urge that this exclusion shall 
be terminated as soon as possible and that the provisions of 
the Old Age and Survivors Insurance be made available to 
the employees of our institutions. 

Changes in the customs and life of our times affect the 
personnel of hospitals in such a way that it is now more 
than ever desirable to have this coverage. Traditions that 
developed through a century of service made of hospitals 
not only a solace for the afflicted but also a home for the 
personnel. Nurses, maids, porters, orderlies, and other em- 
ployees lived at the hospital and were available for service 
at all hours of the day and night. Their needs did not ex- 
tend greatly beyond what was provided by the hospital in the 
form of food, lodgings, laundry, and simple provision for 
recreation. A small amount of pay was added for clothing 
and other personal needs. But in general the hospital was 
their home and they were considered members of a large 
family. In that spirit no further social security seemed neces- 
sary. But during the past century of progress much of the 
simplicity of life has been changed to a complexity with em- 
phasis on specialization, with the result that hospital em- 
ployees find themselves more nearly on a par with workers 
in industry than they were several years ago. Full mainte- 
nance of hospital employees has greatly diminished in prac- 
tice. Workers with family responsibilities and homes to sup- 
port now serve the hospital and their financial requirements 
are greater than in the past. Provision for their old age 
and retirement are necessarily on a cash basis rather than 
the former provision chiefly for maintenance. 

Thus it is seen that the prospect of a pension for old age 
is more important than it was in the earlier days of the 
hospital. Without a pension and without a home and main- 
tenance, unless they have accumulated a considerable amount 
of savings, elderly people in the lower brackets of income 
are likely to fall into the class of indigency which is as de- 
Plorable as it is uncomfortable. By all means we wish to 
prevent such a catastrophe. We want our old people to 
have at least the same consideration for their declining years 


*Men ber of the Board of Trustees of the American Protestant 
Hospital Association. Address to the Committee on Ways and Means 
ot the House of Representatives, March 12, 1945. 


as is given to other workers. We feel that their service in 
behalf of afflicted men, women, and children should not be 
penalized as it is now through being debarred from partici- 
pation in the advantages of the Old Age and Survivors In- 
surance feature of the Social Security Act. 

This is not a new or unknown request. Several studies 
and conferences have been held during the past decade, of 
hospital representatives with officials of hospital represen- 
tatives with officials of the administration, members of 
Congress, and in particular with technicians of the Social 
Security organization. Year after year, reports of these con- 
ferences have been made to our constituent members and 
the pattern of the reports seems to have resolved itself into 
a stereotyped form of promise or hope that something will 
be done. But like the proverbial comment about the weather, 
there is much talk but no action. 

The hospitals meanwhile, despairing of any early relief 
from the government, have felt the compulsion to seek 
elsewhere for the protection they deem essential for their 
employees. A committee of the American Hospital Asso- 
ciation is working on the problem and its most recent report 
includes among its recommendations, 

“That the American Hospital Association approve the 
removal of the exemption of nonprofit hospitals from the 
provisions of the Federal Social Security laws to obtain 
coverage of hospital employees for 

a) both old age and unemployment benefits, or 

b) old age benefits only.” 

It also recommends that the association sponsor the organi- 
zation of a separate corporation for the operation of a pen- 
sion plan to be available to all hospitals. This is intended 
to serve as a substitute for federal old age benefits pending 
the removal of the present exemption and also to serve as a 
supplement to such federal benefits if, as, and when they 
are made available to employees of nonprofit hospitals. 

The members of the Protestant Hospital Association are, 
in most instances, also members of the American Hospital 
Association and would without doubt co-operate in full 
measure. 

In addition to the pension study referred to above, efforts 
have been made by sectional groups and state associations 
to solve this problem. As chairman of a Committee of the 
New Jersey Hospital Association for such a study, I partici- 
pated in a survey of existing pension systems and was im- 
pressed with certain features of them which led to the con- 
viction that the hospitals’ best interests would be served by 
their inclusion at the earliest possible date within the struc- 
ture of the Federal Social Security system. 

First, it was observed that several state and municipal 
pension systems are unsound, and, without governmental 
support, are doomed to bankruptcy. The obvious means of 
avoiding such a condition in a newly formed pension sys- 
tem is careful actuarial computation of payments into the 
Fund to insure the desired pension. Such studies have, 
without exception, indicated a cost so high that it seems 
prohibitive for the average hospital unless the rate for the 
care of patients is substantially increased and that is a most 
undesirable expedient. 


APRIL, 1946 107 





05 per 8 ti as Se ag Sly s 


S558 7% 
ee Ls 
ew 


ERED 
i acne 


. 
ar eS 


<< Loe 


BAL Su. sas 


Local, independent pension systems do not have the ad- 
vantage of freedom of transfer of employees from one em- 
ployer to another. This is not so with the federal system. 

The cost of administration of an independent pension 
plan is proportionately higher than that of participation in 
the federal system. 

Several insurance companies, after careful investigation, 
have decided against entering this field of coverage. Of 
the larger companies, a few mutual organizations are will- 
ing to co-operate. Thus it appears a far wiser plan to par- 
ticipate in the federal system. 

Several hospitals have already adopted individual pension 
plans. However, they are a small minority and they would 
no doubt continue such plans, with some slight alterations, 
as supplemental to the federal system when it is given to 
the hospitals. 

The nonprofit hospitals are vitally concerned about pen- 
sions for their employees, and it is their hope that, with the 
study made by the Social Security Technical Staff of the 
Committee, providing, as it does, overwhelming evidence 
of the desirability of including hospitals, early and favor- 
able action may be taken that will result in the inclusion 


of hospitals in the Old Age and Survivors Insurance cover. 
age under the Social Security Act. 

On Friday, March 8, 1946, at a meeting of the New Jersey 
Hospital Association the following Resolution was passed: 

WHEREAS the New Jersey Hospital Association has 
studied the subject of employee pensions for several years 
and has followed with great concern the efforts of the na- 
tional hospital associations to have hospitals removed from 
the exemption of the provisions of the federal Social Security 
Laws, and 

WHEREAS a report to the Committee on Ways and 
Means of the House of Representatives by the Committee’s 
Social Security Technical Staff indicates clearly and unmis- 
takably the advisability of including nonprofit hospitals with- 
in the provisions of the Social Security Act, 

Therefore be it 

RESOLVED that the New Jersey Hospital Association 
endorses the efforts being made to effect the inclusion of 
hospitals in the coverage of Old Age and Survivors Insur- 
ance under the Social Security Act, and that request for this 
provision be made to the Committee on Ways and Means of 
the House of Representatives. 


Ill. Congress of Industrial Organizations 
Old Age and Survivors Insurance 


Van A. 


EDITOR'S NOTE. This vigorous presentation by Mr. Bittner of the 
viewpoint of labor with reference to old-age and survivor's insurance, 
deserves the most careful study, particularly as Mr. Bittner may be 
regarded as a spokesman for all of labor with reference to the 
matter here under discussion. A careful reading of his presentation 
will show that in many points, there are difficulties between his atti- 
tude and those expressed in the previous two papers. It is most 
gratifying, however, to note that with reference to the basic positions 
taken by labor both Mr. Montavon and the Reverend Mr. Martin 


hes sin! . 


would find themselves in agr 





THREE years after the Wagner-Murray-Dingell social 
security bill was first introduced, and seven years after the 
last substantial revision of the Social Security Act, we are 
engaged in a discussion of needed revisions of that act. But 
as we of the Congress of Industrial Organizations under- 
stand it, your committee proposes to limit discussion at this 
time to old age and survivors insurance, public assistance, 
and unemployment insurance, and wishes to consider each 
of those subjects in separate hearings. 

One year ago, House Resolution 204 was adopted authoriz- 
ing your committee to create a technical staff on social se- 
curity, and the report of that staff on the above-named three 
subjects is now before you. 

Your committee was, of course, bound to reach some deci- 
sion on what is the most desirable approach, first, to the 
subjects covered in your staff's report, and second, to the 
whole broad subject of social security. Outside the scope of 
that report, there are programs such as public health, voca- 
tional rehabilitation, and maternal and child-welfare serv- 
ices. Also excluded are programs of general medical (includ- 


*Chairman, Social Security Committee, Congress of Industrial Or- 
ganizations. Statement submitted before the House Ways and Means 
Committee, Wednesday, March 6, 1946. 
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Bittner* 


ing dental and surgical) care, hospitalization, cash sickness 
benefits, and cash maternity benefits. 

Because the CIO believes that the subject of social security 
is indivisible, we have been from its introduction supporters 
of the Wagner-Murray-Dingell bill. We have reluctantly 
accepted the decision to consider separately the titles of that 
bill providing for health and for hospital construction. We 
accept the argument that only in this way can we hope to 
see any social security legislation passed at any early date. 

In a.moment I shall turn to the subject of old age and 
survivors insurance, which you have asked us to discuss at 
this time. But before doing so, I want to emphasize not only 
that the CIO regards all parts of the social security program 
as indivisible, but we see social security and job security at 
adequate wages as the two major parts of the whole economic 
problem. 

As to the inter-relationship of the parts of the social se- 
curity program, the members of this Committee know that 
the cornerstone of social security is a job. A man or woman 
with a job is relatively secure for as long as that job holds 
out — depending, of course, on the amount of wages paid. 
But a job does not provide complete security. It has to be 
bulwarked by a many-sided social security system. 

Having a job, however, is no guarantee against unemploy- 
ment — hence the need for unemployment insurance. A job 
offers no protection to the widow and children of the job 
holder who dies, nor to the worker himself when he grows 
too old to work. Old age and survivors insurance is needed. 
A job does not protect the worker and his family when 
he falls ill, nor provide adequate medical care. Only a health 
insurance program can take care of health emergencies. 

And for the many victims of poverty and disability; for 
the children who would be deprived of adequate food, 





clothing, shelter, and education by reason of family poverty, 
public assistance is needed to set the limits to which we will 
allow human misery to go. 

It is for these reasons that the CIO regards the subjects of 
social security and full employment as inseparable, and also 
for these reasons that we see the subject of social security 
as indivisible. We hope that this committee in considering 
any one part of the program will bear in mind the close 
relation it bears to each and every other part of social se- 
curity. 

The CIO is on record as supporting the Wagner-Murray- 
Dingell social security bill and its detailed proposed amend- 
ments of the present Social Security Act. At this time we 
propose to submit our views with respect to the general 
provisions for old age and survivors insurance, and per- 
manent disability insurance. In due course we shall ask 
to be heard on proposed amendments to other portions of 
the present Act — for example, public assistance and unem- 
ployment insurance. But we wish to request of the Commit- 
tee the privilege of submitting in writing additional detailed 
analysis of the legislation, rather than extending our re- 
marks at this time. 

Now as to the general provisions of old age and survivors 
insurance (OASI) and permanent disability insurance: 

1. We favor the principle of extending old age and sur- 
vivors insurance to all gainful employment. 

2. We favor the improvement of the benefit payments 
under old age and survivors insurance. 

3. We favor the payment of permanent disability bene- 
fits under old age and survivors insurance. 

4. We favor the coverage of the self-employed, including 
farmers, under the old age and survivors insurance system. 

5. We favor acceptance of the principle of distributing 
the eventual cost of the old age insurance system among 
contributions from employers, employees, and the govern- 
ment. 

Let us take up these proposals one by one. 

1. As to extended coverage, there are a number of groups 
to be considered: a) persons with military service; 6) agri- 
cultural labor; ¢) domestic service; d) public employment; 
¢) railroad employment; f) employees of nonprofit organi- 
zations. 

In general the problem of extension of coverage presents 
two types of questions — that is, administrative questions 
and questions of equity. These are frequently not separable 
in fact. 

One of the most serious defects of the OASI system today 
is its lack of coverage. During the war this shortcoming has 
been made more apparent by the vast shifting between jobs, 
or into and out of the armed services. 

It is manifestly unfair that as of December 31, 1944, there 
should have been 70 million persons with OASI wage credits 
and only 39 million (38.9) fully or currently insured. That 
more than 31 million of those with wage credits were not 
eligible for benefits shows how much we need amendments 
to the present Act. Millions of our neediest citizens are con- 
tributing to the benefits of their more fortunate fellow citi- 
zens and their dependents. Remember that this means that 
any of those 31 million persons having wage credits but not 
fully or currently insured may die, leaving their families 
without OASI protection. The goal at which we must aim 
is to make benefits available on death at any time after the 
beginning of employment. 

The effect of limitation of coverage is not only to deprive 


millions of people of protection because they shift out of cov- 
ered employment; it also leads to stricter requirements for 
insured status than the system could justify if all classes ot 
employees were covered. 


a. As to Persons With Military Service 

Certainly Congress should not penalize such persons in 
their protection under OASI by reason of their service in the 
armed forces. The Committee should devise a plan to grant 
a permanent extension of coverage to members of the armed 
forces. At present, practically all such persons who have an 
insured status will find their OASI benefit rights reduced by 
military service. And those who had no insured status before 
entering the armed services receive no credit for such service. 
(The CIO Veterans Committee wishes to submit separate 
testimony in writing on this point.) 


b. Agricultural Labor 

Hitherto it has been claimed that no workable solution 
could be found for the administrative problems of coverage 
of agricultural workers. The Social Security Board believes 
these problems can now be solved. Certainly this extension 
should be made now. These workers, and those in domestic 
service, are at the bottom of the national wage scale and lack 
opportunity to provide their own security. Some 800,000 
of these workers have already contributed to OASI, as part- 
time workers in covered industry. Some 34 to 4% million 
of these persons are denied OASI protection today. 

One of the most vicious by-products of this failure to cover 
agricutural labor has been the use of the OASI 1939 amend- 
ment. In this amendment, the definition of agricultural labor 
is extended to parts of agricultural processing, and that 
definition is being invoked for other social legislation. (This 
point will be discussed at greater length by the appropriate 
CIO union, the Food, Tobacco, and Agricultural Workers 
Union.) 

We are glad to note the recent trend among farm organi- 
zations, including the Farm Bureau, the Grange, and the 
Farmers Union, toward favoring extension of coverage to 
farm workers and to farmers. 


c. Domestic Workers 

Here, too, the administrative problems can be overcome, 
in the estimation of the Social Security Board. Some 2.6 
million persons are affected (1940 census). This group is 
subject to low wage rates, and irregular employment. They 
need protection of social legislation most, and are excluded 
from all its benefits. We believe that some form of stamp 
plan should be used, in the event that the keeping of payroll 
records is not a workable system. Wages in kind should be 
included in credits. 


d. Public Employment 

In April, 1945, there were more than 2 million in war 
agencies, 375,000 in the Post Office Department, and 506,000 
in all other executive branches of the federal government. 
Millions of other persons had passed through the federal 
establishment into the armed services or other civilian jobs 
and lost their rights to benefits from both systems for that 
period. Something must be done by Congress to adjust this 
situation. We feel sure that if this Committee will bring 
together representatives of the interested organizations and 
agencies, a satisfactory solution for extending coverage can 
be worked out. (The United Federal Workers of America, 
affiliated with the CIO, are making their own presentation.) 
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In July, 1944, the total number of state and local govern- 
mental employees was more than 3 million. In many cases 
they are covered by retirement systems, but in 1942 less than 
half the employees of states and localities were covered. 
Most of these systems do not provide adequate protection. 
They neither furnish continuity of protection for those who 
leave the system, nor adequate survivorship protection. (The 
State, County, and Municipal Workers, CIO, will make 
their own presentation.) 


e. Railroad Employment 

The existence of a separate national plan to cover the 
nearly 154 million workers in this group raises some of the 
same questions encountered in covering federal workers. In 
both cases a retirement benefit is provided favoring the 
lower-paid employees, and proportional to years of service. 
The proposed introduction of compulsory monthly benefits 
to survivors of workers is raising many administrative ques- 
tions. The question of the relationship of this legislation to 
OASI is also challenging the efforts of legislators and repre- 
sentatives of the railroad industry and railroad workers and 
their representatives. The problem of shifting employment 
and extended coverage is a knotty one. In the case of these 
workers, as in those cases involving public employees and 
the employees of nonprofit institutions, where plans are al- 
ready in existence, the CIO feels that hearings are not a 
sufficient method to permit the Committee to resolve the 
dificult problems involved. Consequently we urge that round- 
table discussions be organized and expedited with the ap- 
propriate groups. 


f. Employees of Nonprofit Organizations 

Somewhere in the neighborhood of a million workers are 
employed by nonprofit organizations in the religious, chari- 
table, and educational fields. Most of those workers are in 
no way distinct from those covered by OASI, except that 
their employment is uncovered by OASI. They shift into 
and out of such employment. Most nonprofit organizations 
now favor inclusion of their employees under OASI. In the 
past these organizations have pleaded exemption on three 
principal grounds: religious groups urged the separation of 
church and state; they pleaded endangering their freedom 
from taxation; and they pointed to the decrease in the use- 
fulness of their money for public service purposes. The CIO 
feels sure that the latter two objections are readily overcome, 
and that the former could be met by exempting ministers 
and members of religious orders, if the churches deem this 
to be desirable. The prime objective should be to afford the 
employees of nonprofit organizations the social protection 
of OASI. (The United Office and Professional Workers 
Union, CIO, probably will desire to submit separate testi- 
mony on this subject.) 


2. The CIO favors the substantial improvement of OASI 
benefits for a number of reasons. In the first place, the cost 
of living has increased greatly since 1939, the date when 
the present law was enacted. No one contends, for example, 
that living costs have risen less than 33 per cent. At the 
same time, the average wages (and hence the contributions) 
of insured persons have increased considerably. 

Of OASI benefit recipients, the greatest part have some 
private means, but not enough to maintain a decent standard 
of living if wages cease, either on the death or retirement of 
the insured. This is the group especially benefited by OASI. 
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It can be shown that for this group liberalization will con- 
siderably improve their status, depending on the amount of 
liberalization. 

In the case of workers with no resources and no private 
income, public assistance applies a means test, and the OASI 
benefit is “estimated in” when figuring their public assistance 
payment. 

The CIO considers that all of these proposed increases in 
benefits are inadequate to support any family on a minimum 
budget for health and decency. But we reluctantly conclude 
that the immediate problem is to persuade the present Con- 
gress to enact even these modest proposals. 

The CIO has therefore long supported the Wagner-{ur- 
ray-Dingell Social Security bill formula, raising the mini- 
mum for a single worker to $20 and for a family to $30, and 
the maximum to $120 or 80 per cent of his average monthly 
wage, whichever is less. We also favor contributing on 
$3,600 instead of a limit of $3,000. We also support lower- 
ing the age requirement for women to 60 years. We favor 
paying lump sums whether or not there are surviving de- 
pendents entitled to monthly benefits. And finally we tavor 
increasing to $30 per month the earnings permitted to retired 
persons without suspension of benefits. 

3. The CIO favors the payment of permanent disability 
benefits under the OASI system. This is not the hearing 
designated for consideration of temporary disability insur- 
ance, or health insurance, but we consider these matters to 
be part and parcel of the same needed program of social pro- 
tection. However, the logic of considering permanent dis- 
ability insurance with OASI benefits is sufficiently de- 
monstrable so that we are prepared to discuss it at this point. 

For society the question of permanent disability involves 
first the family of the insured, and certainly if the survivors 
of a deceased person are in need of such protection, so are the 
families of a person permanently disabled. The CIO there- 
fore favors paying retirement benefits to the insured and his 
dependents. 

In defining extended disability the CIO accepts the defi- 
nition in the 1945 Wagner-Murray-Dingell social security bill. 

4. The CIO favors the, coverage of the self-employed, 
including farmers, under OASI. We do so both because it 
will greatly strengthen the system to have nearly universal 
coverage, and because it is inequitable that small businessmen 
and farmers and their families should not receive this type 
of social protection. We see their'welfare as inseparable from 
the national welfare, or from the welfare of our members in 
organized labor, and of all labor. 

The problems presented here are first, administrative, and 
second, financial. The question of administration has been 
answered by the lowering of personal exemption under the 
income tax laws to the point where most self-employed and 
a substantial number of self-employed farmers now file re- 
turns. Moreover, during the war many of these persons were 
in covered employment and are returning now either to the 
ranks of the urban self-employed or to the farm. 

As to the financial question, the benefits to be derive! by 
the farmer and his family or the urban self-employed are 
substantial. They are greatest, of course, for those who de- 
rive the lowest incomes from self-employment. It is for this 
reason that administrative difficulties in collecting the con- 
tribution, as for example under income tax for individuals 
whose net cash income may be below $500, should not be 
allowed to stand in the way of extension of coverage. 

5. The CIO is on record as supporting the Wag»er- 





Murray-Dingell security proposals for finaficing enlarged 
benefits and extended coverage by payroll taxes on employers 
and employees on wages not exceeding $3,600. We accept, 
however, the views reflected in the 1945 draft of the Wagner- 
Murray-Dingell bill where a ceiling of 8 per cent was to be 
placed on all social insurance payroll taxes. We recognize 
that this contemplates at some now distant date the possi- 
bility of contributions from the federal government to cover 
old-age and survivors insurance. There are those who favor 
an even three-way split. As to change from the present two- 
way split, we take no position at this time on the question 


of the amount of government contribution, preferring to re- 


serve any discussion on the total percentage of payroll contri- 
butions as over against government contribution until your 
committee is prepared to consider the overall questions of 
social security benefits and financing and the complete social 
security program. 

In doing so, we do not wish to prejudice our position in 
opposition to the freezing of payroll contributions at present 
levels. Members of the CIO are prepared to pay their fair 
share of social security contributions and consider that recent 
moves to prevent increase in these contributions are made, 
for the most part, by those who oppose the extension of 
coverage, the increase of benefits, and the enlargement of 
the general social security program. In other words, we are 
not in favor of pay-as-you-go proposals but neither do we 
favor for the long run the principle of deflationary payroll 


taxes which will divert funds into the federal treasury ear- 
marked for distant future contingencies. 


Conclusion 

In conclusion, the CIO favors enlarging the coverage and 
increasing the benefits of old-age and survivors insurance 
and adding permanent disability benefits to those now avail- 
able under OASI. We favor a gradual increase in payroll 
taxes to the point necessary to permit these enlarged benefits, 
recognizing that the extension of coverage will at this time 
increase the income available for such payments. 

Finally, as a general conclusion, we wish to emphasize 
that a complete re-examination of social security and its 
place in the American economy is called for as we move into 
the postwar period. We do not urge that your Committee 
delay further its action on old-age and survivors insurance 
along the lines we have indicated above. We do say, how- 
ever, that it is as imperative for the President of the United 
States to carry to the American people a comprehensive social 
security program as it was for him to send his Health Mes- 
sage. The country badly needs a combined full employment 
and social security plan which will lead to the largest possi- 
ble number of jobs and to the greatest health and welfare 
for the American people in the postwar period. This is not 
going to be achieved by piecemeal legislation but only by a 
thoroughgoing re-examination of where we are and where 
we want to go from here. 





AN ORDINARY DAY IN A HOSPITAL OFFICE 


The day is bright and so are we, 

So read these lines and you'll agree, 

That a hospital office has all to do 

From saving a life to finding a shoe. 

The day begins with a cheery smile, 

The morning report is always worth while. 
“Oh Mrs. Jones had twin boys. 

And Mrs. Smith still makes that noise. 

And Dr. Jones sent in a case. 

Yes, Jackie Smith just scratched his face. 

The patient in 10 complains of the noise 

The Kid’s in St. Monica’s make with their toys. 
No application. . . . She just came in, 

And we hadn’‘t a bed to put her in.” 

And thus it goes on and on, 

And usually ends with a tale about John, 

We start to work . . . to do our best. 

(Oh no you don’t. . . there’s a man at the desk) 
“The Superior is out... I’m sorry to say 

Could | be of service in any way?” 

“Would you phone the kitchen to send up a lunch?” 
“It's filed away with the unpaid bunch.” 

(ll get right at the government work) 

“Would you write this letter to Miss McGurk?” 
(It's too late now .. . I'll copy the cash) 

Half way up the column I'll be 

(Oh, dear... oh, dear... the phone is for me) 
“Is this new patient on the Ward?” 

“What's to be done for Johnny Ford?” 
“There's a nurse coming on with 302.” 

(Oh, dear . . . Oh, dear there’s so much to do). 
“Yes, Father, you'll find her in 306.” 


“This is the typewriter you are to fix.” 
“You can’t put that patient in 102 

She comes from a home that has the flu.” 
(Oh me if | could only scream) 

“Yes Jackie Jones may have ice cream.” 
“This serial number, Sister, is wrong.” 
“Did Sister Superior answer her gong?” 
“But Madam we're only charging 10 days 
From April 20th to the Ist day of May.” 
“Sister that patient was in before.” 

“But | thought your hours were till four?” 
An Intern’s wanted, but can’t be found 
They never seem to be around: 

Ring the bell . . . and ring some more 
And let's try knocking on Smitty's door; 
It’s nearly time for the mail to arrive 

So it shouldn't be hard to find the tribe! 
“Sister, may | have the key?” 

“Did Mr. Brown leave money for me?” 
“Who's that man | saw for Jones?” 

“Will you save a bed for Mr. Sones?” 

“Oh Sister I’m so glad | came 

And tell me Sister. . . . What is your name?” 
“Keep Thursday at 11 open for me 

We'll try that thyroid on Mrs. Lee.” 


What greater comfort could there be 

Than to say “Dear Lord, twas all for Thee.” 
And to know when | go to You each night 
That You understand. . . . That all is right. 


— Sister M. Chabanel* 


* St. Joseph’s Hospital, Hamilton, Ontario, Canada. 
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When a Nun Becomes a Patient 


|. The Hospital Sister as a Patient 
Sister Kerr, r.h., R.N., $.Sc.* 


tatoin from the 





EDITOR’S NOTE. This delightfully serious pr ' 
pen of one of the greatest Sister exponents of the Catholic hospital 


comes to us from the Maritime Region with the fresh and stimul 





tion of a new message. Sister Kerr has made us realize that Sisters , 


become patients and that Sisters are like other patients and that 
Sisters are different from other patients. It will help our nursing 
Sisters to see themselves as Sister Kerr has seen them. 

NOW that I have become a member of the great group 
who hope “they also serve although they only stand and 
wait,” I have been asked to write of some of my personal 
experiences during the past months with the thought that 
perhaps others may benefit therefrom. 

All nurses have been taught to nurse the patient as a 
whole — his mind as well as his body. I would add that he 
should be cared for as an individual and according to his 
personality. In these days of rush and short staffs one can 
hardly expect the fulfillment of such ideals: nevertheless, 
it is possible. 

The Patient's Fears 

I have learned that patients may suffer from bewilder- 
ment, fear, dread, loneliness, discouragement and other 
psychological phenomena which, because of their elusive- 
ness, may pass unperceived by the nurse. They can become 
exacting, self-centered, and egotistic if they do not exercise 
self-control and it is in such manifestations that the nurse 
must use her patience and her knowledge of psychology. 
The patient may recognize that she is not reacting normally 
to her situation but she relies on the sympathy and under- 
standing of her nurse. Does the nurse always realize how 
much her patient depends on her for this understanding 
sympathy —that the patient leans on her, so to say, for 
moral support? The nurse has to study the attitude and 
reactions of her patient which she will find, no doubt, differ 
according to the patient’s personality and temperament. In- 
asmuch as the nurse shows herself punctual, kind, consid- 
erate, and willing to do little things to make her patient 
comfortable, in just such a degree will the patient have 
confidence in her. The patient may be more observant than 
the nurse realizes and any change of manner, etc., reacts 
immediately upon him. 

During a period of twenty or so years after graduation, 
one passes through many assignments, especially when this 
time has been spent in the same Hotel-Dieu. But regardless 
of positions held, when one is ill and condemned to hos- 
pitalization she drops to the status of Patient No. X-XXX. 

Several appaently insignificant circumstances led to my 
celebrating V-E Day by having my first electrocardiogram 
and as I lay there quietly I little imagined that my heart 
was sending out wicked little waves that would predict a 
possible early death-sentence. When finished, I went back 
on duty and forgot about it. A few days later a report of 
a “suspected” condition was given but to me a “suspicious” 
diagnosis meant there was nothing wrong. 

My superiors, however, decided that I was to go to an- 
other Hotel-Dieu in a neighboring Province where I was 
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to consult a specialist, have my diagnosis confirmed or 
changed, receive prescriptions, and return home, if possible, 
in a few days, to follow treatment. I had already visited this 
hospital twice as a guest and counted some of the Sisters 
as my friends. 

After traveling several hours, I found myself at my jour- 
ney’s end, and when I had paid for my taxi and started up 
the steps, my impulse was to turn back. But now it was 
too late. As I passed through the doors into the lobby, | 
easily recognized the physical details of the hospital, but 
my bewilderment was extreme. As I stopped short in the 
center of the lobby, I questioned myself as to what one 
was supposed to do first when coming to a hospital as a 
patient. Smilingly, Sister from the information desk came 
forward, greeted me and led me to the admission office 
where I was expected. It was there I began to realize that 
I was going to be a patient and when I found myself alone 
in my room, I was lost. Later when I remembered this 
bewilderment, I wondered if such is not often the cause of 
errors found in the information given on the admission of 
patients. First impressions are usually the longest remem- 
bered and as I write this, months later, I still can recall very 
vividly those first days, the menu of my first supper, etc. . . . 


The Patient Among Strangers 

As I had been on duty until the day previous to my de- 
parture from home, I found the time very long during the 
first days which were given over to examinations. Although 
accompanied, I felt shy and strange circulating through the 
hospital in going to the different departments. This re- 
minded me of a point I used to try to impress upon my 
classes of nurses. We do not consider the patients entering 
the hospital as strangers to us, but each member of the 
staff is a stranger to the patient. When the lab-technician 
came to my room and I realized that she was preparing 
to take blood from my vein my heart sank! I have a 
horror of needles, but, of course, I didn’t tell her! Fortu- 
nately for the patients, Sister is extremely dextrous and 
never misses her aim. She came thus on two occasions and 
I thought how frightened patients must be who know noth- 
ing of laboratory work. 

The doctor found me too ill to return home and ordered 
me to bed for “two weeks” which, from his tone, I feared 
would be extended. And I, who had always sympathized 
with T.B. patients, because of their long stay in bed! Then 
as time passed, I could see my strength lessening, my voice 
changed, my memory and eyesight dimmed, and with the 
outlook of remaining an invalid, could one blame me if I 
felt discouraged? 


The Understanding Nurse 
I was fortunate enough to come within the assignment 
of a graduate nurse, a Religious who is a “born” nurse, 
and to her I owe very much. She imposed many restrictions 
on me and it was only later that I saw the wisdom of them 
all; for instance, when I began to get up in my chair, I felt 
perfectly capable of placing the pillows myself but, no, | 





must ring for another to come and do this for me. It was 
a source of encouragement to see her working since she 
also has a cardiac lesion and by means of medication and 
regular rest periods, she is able to carry on. 

From a nurse viewpoint, my treatment was not difficult. 
The pills were white, then blue, then gray, and then white 
again. Medication in drops was rendered palatable by fruit 
juices and ice. Because of my veins being deep-seated, in- 
travenous medication was changed to intramuscular. I have 
already mentioned my aversion to needles and I do not 
know if my nurse every suspected the number of Acts of 
Love of God that I had to make to take these injections 
without screaming. It is from a psychological fear I suffered 
and not any physical pain as Sister gave them without hurt- 
ing. Then there was the continuous ice cap applied over 
the cardiac region. After some time, when the ice cap with 
the flannelette cover began to burn, the cover was changed 
to a flannel one. Strange to say, an ice cap with a flannel 
cover is much more comfortable when this must be applied 
directly to the skin. This cover may be knitted or crocheted 
with yarn or simply made from a piece of soft blanket. I 
mention this because I had never seen this done before, nor 
do I remember having seen it in any text book. The ice 
cap was held in place by a gauze sling. 

One morning I felt very ill and the doctor, the Sister su- 
perintendent, Sister supervisor, and my nurse all seemed to 
arrive at the same time. As the doctor “auscultated,” I 
studied the expressions of the three Sisters, but these were 
professionally blank and they in turn were studying the 
doctor’s expression. At last he had finished and all seemed 
reluctant to be the first to break the silence. So, I simply 
asked “Doctor, am I ill enough to be anointed,” and he 
quietly answered, “Yes, Sister,” and he proceeded to pre- 
scribe more medication. After some weeks, I began to realize 
that immediate danger of going to the Better Land had 
passed. 


More Fears and Longings 

Normally, I do not mind electric storms, but last sum- 
mer, the numerous ones which swept the mid-St. Lawrence 
river section caused terror within me and after each big 
flash and clap, I was as much out of breath as if I had run 
up several stairs. Once this was remarked, some one re- 
mained with me during these storms. This is an appeal 
to nurses to remember their cardiac patients during such 
storms. 

In a religious community, we live like a large family, 
sharing the joys and sorrows of one another. Also, smalltown 
people seem to be more acquainted with their neighbors 
than those living in cities. It is true that all who came with- 
in my room were kindness itself and did almost the im- 
possible to make me happy; nevertheless, I longed to see 
someone from my community. And one night when I was 
suffering from a reaction from drugs, how I wished my own 
mother were near as I felt that her hand upon my brow 
would stop the thumping headache. But this was idle 
thinking as she also was hundreds of miles away! 

Patients may also misinterpret their nurses’ best inten- 
tions. After I was in the hospital for some time, a little old 
lady began to visit me. Regularly every evening about five, 
she would come ‘with her newspaper which she would 
leave with me. She inquired about my health and would 
express the hope I would have a good night. The next 
morning about ten, she would return for her paper and the 
conversation would be much the same. She was 87 and so 


tiny I always felt a gust of wind would blow her away. 
Although such was not the reality, she impressed me as 
being alone in the world and my heart went out to her. 
Now it was a strictly adhered-to rule that information about 
patients was not discussed with other patients. But one day, 
about the end of September, my nurse said offhand, “Your 
friend has a cold.” As the weather was cool, I was not sur- 
prised and never imagined that it was anything serious. 
Later the Sister superintendent came in and remarked that 
my friend was rather cyanosed. Immediately, I prepared 
to get up as I wished to go to see her, but I was told to 
remain in bed. The next day my superior from home visited 
me and in the excitement, I forgot about my friend’s ill- 
ness. The next day the obituary notices were being given 
over the radio and I was not paying attention until I heard 
“Hotel-Dieu, Levis.” I pricked up my ears and learned that 
my dear little old friend had gone to her eternal reward. 
I couldn’t believe it! I rang to find out the truth and it 
took the whole staff on the floor to console me and to per- 
suade me that it had been kept from me solely because it 
was felt my grief would be detrimental to my condition. 


Supervised Convalescence 

But I do not wish to give the impression that my days 
were wholly sad or uninteresting. No, such was not the case. 
After the immediate danger for me was passed, I enjoyed 
renewing old acquaintances and meeting new friends. I en- 
joyed observing and discussing differences in administra- 
tion and points of technique, etc. The latest literature — 
professional and other — was given me to while away the 
time. 

Pleasurable were the hours—one a day —that I spent 
on the balcony gazing on the beautiful Quebec countryside, 
the mighty St. Lawrence River, and the Isle of Orleans. 
The day came when the Doctor thought I might remain 
alone but to be visited every ten minutes. The first day, I 
was so nervous that I could remain only 40 minutes. The 
next day, I reasoned with myself and remained my allotted 
hour. It was only gradually that I realized how closely I 
had been supervised and been nursed as an individual. 


Letters, Parcels, and Flowers 

The patient soon learns the probable hour of the arrival 
of the mail and when this hour brings a letter or, better 
still, a parcel, his heart sings with joy. And who can say 
what joy flowers bring? Flowers have a language all their 
own and they actually keep the patient company during 
the hours when he is alone. Many bouquets found their 
way to my room, a delicate attention of the Sister superin- 
tendent. When garden flowers were not procurable, can 
you imagine the joy given by a queen’s blue bow! of yellow 
and tan coreopsis (a wild flower) or a green basket of white 
phlox and rich old-rose lambs’ quarters! (another wild 
flower). 

The highlights of the day were the daily visits of my 
doctor, of the Sister superintendent, of my nurse, and of 
the other Sisters. 

After five months, I was considered well enough to un- 
dertake the journey home with two nurse companions. The 
doctor wished me to take the ambulance to the station. We 
all have our prejudices, but, after hearing the doctor’s rea- 
sons, I acquiesced. The attendants were very polite but 
when they folded the covers over, I could not help saying 
“Just like a corpse!” Now, I am under sisterly care at. my 
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own Hotel-Dieu, looking forward to the days when I will 
be as active as my condition will permit. 

Taken separately, these different points may seem small. 
I read once that, “Great things are made up of many small 
littles.” Nurses by their profession are destined to do great 
things for suffering mankind. In doing so, it is by the 


little kind acts that they nurse the sick mind which always 
accompanies the sick body and enables the patient to sup. 
port his difficulties. Remembrance of the Golden Rule wil] 
help the nurse treat her patient as an individual and to do 
unto him as she would wish to have done for her were she 
the patient. 


Il. The Teaching Sister as a Patient 
Sister Mary Charitas, $.$.N.D.* 


EDITOR’S NOTE. The spritely Author of this paper to whose in- 
spiration so many of our vocation guides of our Sister schools of 
nursing owe so much will be accepted by our hospital Sisters as 
evidence of the attitudes of so many of the teaching Sisters. If a 
gentle and tacit urging of the hospital Sisters seem to run as an 
under-current through Sister Mary Charitas’ comments, let us remem- 
ber, first, that, being true to her name, she wishes to pay compli- 
ments to her hosts, the hospital Sisters; and on the other hand, she 
wishes to call the attention of her colleagues, the teaching Sisters, 
to the trials and also the purposes of the hospital Sister. For both of 
these lessons and for the delightful way in which she teaches them, 
the Editor is deeply grateful. 





YOU see, I have been on their programs, meaning the 
National Catholic Hospital Association of the United States 
and Canada, several times, but each time I felt like a for- 
eigner looking in from the outside; you know, like an en- 
gineer asked to speak at a poetry meeting. But they had 
listened to me sweetly and attentively in 1937 when I spoke 
on Student Guidance in the Nursing Field at their national 
convention in Chicago. In 1939, I was asked again when they 
held their meeting here in Milwaukee; and then, believe 
it or not, the California delegation had been so impressed 
that I was invited to come to Los Angeles in March of 1940 
to speak at their Western Conference. Why, I have even 
been permitted to address the Rochester Nurses on Guidance, 
and once I was asked to speak before the Minneapolis 
Nurses’ Association and several times I have spoken at 
the meeting of the Wisconsin Nurses’ Association meetings. 


An Unusual Operation 

But I had never had any experience. Now, I have had. 
I had an operation! Don’t look bored now; there is a very 
exciting part of it I want to tell you. You have heard yards 
and yards of tales about operations of all kinds? Oh, but 
you have never heard anything like this. They did not say 
so, but I am certain the American Medical Association has 
no record of a case quite like mine since back in 1827 or 
somewhere around there, when there was one ii southern 
Georgia or somewhere like that. You see, I had what usually 
only athletes get. I have never been an athlete myself, but 
goodness knows I have worried about enough of them; oh, 
not about their winning games or getting bones broken or 
even about their contracting—though you “get” it, you don’t 
“contract” it — osteochondritis dissecans. The thing I have 
worried about is whether these athletes in whom I am in- 
terested were walking the straight and narrow and would 
end up on the right side of the Great White Throne. That 
may have had something to do with my “getting” this 
thing which Dr. Regan was outspoken enough just to call 


“Professor of Education, Mount Mary College, Milwaukee 13, Wis. 


114 HOSPITAL PROGRESS 


“loose bodies.” Now, that is not a very exciting thing to 
have around your knees — yes,’ that is where it was, or 
they were —but when I found the name in the Chicago 
Daily Tribune and upbraided him for holding out on me 
as to my elaborate ailment, he said most casually “Same 
thing, loose bodies.” 


Detailed Preparations 

Well, anyway, I went to the hospital after my last class 
at four o'clock on Thursday, December 13. I was very calm 
about it all, in spite of the fact that this was to be so unique 
a case as I knew all the time it was. You see, I had begun 
getting things in order and in readiness for leaving more 
than a month before time. I cannot bear to hurry; I get 
crankier than can be endured if I have to hurry. I am na- 
turally a slow person, so I have to do long-time planning. 
Hence, when the bell rang at four o'clock, I needed only to 
put on a face veil, gloves, and a shawl, pick up the smaller 
suitcase — the larger one, I had taken over at noon —and 
walk over to the car which was to take me to the hospital. 
My classes for Friday, Monday, Tuesday, Wednesday and 
Thursday morning had all been mapped out and our genial 
president, Dr. Fitzpatrick, had the books and the assign- 
ments and was graciously offering to take the classes for 
me, much to my peace ef soul and the advantage of my 
students. 

. Little Kindnesses 

It was to be done Friday morning, sometime after seven- 
thirty or eight o'clock. Our own nurse, Sister Ursula, prom- 
ised to be there. You don’t know, until you have had one 
yourself, how much assurance and courage that fragile-look- 
ing nun can inspire when you are having an operation. 
Why, when I had the indurated lobulated lipoma removed 
from my left arm, she stood with me during the forty min- 
utes of it. Anyway, while I was awaiting the cart — | think 
they call it that— some dear woman, Theresa, came in to 
change the drapes on my window. I was half asleep but 
this is what I heard as she worked at the window. “Now, 
I should’ change these drapes, but the new ones don’t match 
with the rest of the things in the room. I wonder once if 
I could not find maybe a bedspread and screen curtain that 
would match, I think I'll go over to the other side and see 
if I cannot find things to match; those drapes are nice but 
how they look with that blue bedspread and the funny 
screen.” After some ten minutes, I heard her voice again, 
“Yah, that’s the way a person wastes her time, running 
around and then you find nothing anyway that matches. 
Anyhow, I found a screen curtain that matches a litile bet- 
ter, but the bedspread does not match.” All of this with a 
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certain amount of disappointed concern. At dast I opened 
my eyes and looked at the drapes. They were my favorite 
color, tan with a brown, red-brown stripe in them. I loved 
them, and I said so. It was then I saw Theresa very well, 
my eyes being really open by that time. And what a dear 
she is, Theresa! That’s all there needs to be to her name. 
There is just one person like her in the hospital, perhaps 
in the states, for all I know. 

It is the same with Dorothy who came in to clean the 
room. And how she cleaned! Gentle and graceful as a fairy, 
she seemed to glide into the room, move things about with- 
out a sound, get at all the normally forgotten places, all 
the while smiling so sweetly you could not possibly think 
anything but the pleasantest thoughts while she was around. 
And then, as she left, she said in a voice that was like a 
song, “God keep you in His Love and care!” There was a 
darling Evelyn too who came during the night, and would 
call me sweetheart in a way that made me want to get 
right out of bed and embrace her. Some people have a 
knack about them with people and with things, and they 
seem to know just exactly how to make things serve the 
people in the least obtrusive fashion. Evelyn is like that. 
If you ever must go to the hospital, I hope you may be as 
fortunate as I was and have Theresa and Dorothy and Eve- 
lyn just come into the room for some little service to you. 
It will help you to get right back on your feet in less time 
than the whole hospital staff could ever guess. Such people 
do something to you, and what they do is very pleasant. 
They are definitely on my list of people to be prayed for 
gratefully the rest of my days. 

Well, anyway, at the precise moment when I was to be 
taken to surgery, Sister Ursula appeared, as I knew she 
would. No, I was not the least bit nervous nor afraid. Confi- 
dentially, I think the little long pink thing which one of 
the nurses brought to me about seven-thirty was a nerve 
settler. But I had made things out with Jesus before I ever 
came down to the hospital at all. If He saw fit to have the 
whole thing work out successfully with or without a great 
deal of pain, I was satisfied; if He wanted me to limp a 
little the rest of my days as St. Ignatius had to, I was like- 
wise satisfied. This freedom of the children of God helps 
a great deal, you know, and anyway, God always has His 
own way about things. 

Dr. Regan came breezing into the operating room with, 
“I read your review of The Bells of St. Mary’s; it is the 
best review written, do you know that?” Of course, I had 
thought that quietly to myself, too, but it was music to my 
ears to hear anybody else say so. Did you ever take ether? 
No, this is not the exciting part yet; but did you ever take 
ether? It isn’t the pleasantest thing in the world unless you 
like that sort of smell. I dislike a number of smells; cigarette 
smoke used to be my pet annoyance. I love it now when it 
dispels the smell of ether temporarily. Anyway, they said 
to breathe through nose and mouth; so, I did. The very 
last thing I remember was that space seemed to become 
enormously greater and expand and expand hugely until 
the only sound I heard was somebody saying: “Can some- 
body fix my nose? I always have more trouble with my 
nose.” I learned later that one of the attendants had said 
that very thing; so, I was not delirious or imagining things. 


Wake Up, Sister 
The next I knew somebody was shaking me gently and 
saying, “Wake up, Sister. Why don’t you wake up?” The 


voice was coming from very far away. I must have opened 
half an eye for I saw the Crucifix on the wall and realized 
that I was back in 445 and that the awful thing was over, 
and I was still alive. “This is Dr. Stover” came from some- 
where in the dense jungle of my mind. “How is your nose?” 
I asked; and that was not delirious either, for the evening 
before he had told me that he had only recently come out 
of the hospital himself because of the trouble he had with 
his nose and sinus. My own concern was that I had done 
my part during the operation; you know, lent myself re- 
signedly enough to the ministrations of this best bone spe- 
cialist in I don’t know how many states. That is why he 
is just Dr. Regan, with no first name, though he does have 
a brother Joe who is fast becoming just as renowned, and 
then folks will have to distinguish James from Joseph. But 
my chief worry was “Is Dr. Regan satisfied?” Yes, he was, 
I was told. “Are you satisfied?” I wanted to know of Sister 
Ursula. Yes, she was satisfied. After that, they tell me I 
kept repeating over and over again “Can’t you get some 
rest, Sister Ursula? Can’t you go off and sleep a little?” But 
Sister Ursula had gone to call the College and to call Mother 
Fidelis to tell them that everything was all right and that 
I had come out of the ether and the operation had been 
very successful. That is something, I tell you, that nobody 
but a Religious gets, without any deserts on her part. | 
mean, all the kind thought and concern, all the prayers and 
the sweet attentions from all sides. There were, for in- 
stance, two Masses said for me the day before and two on 
the day of the operation, and everybody at the College, every- 
body at the Motherhouse, and quite a crowd of students and 
dear nuns at the Center Street convent were praying their 
heads off for me. There was just nothing that knee could 
do but yield to healing in the surprising fashion in which 
it did. I know the wonderful ministrations and all the sweet 
attentions of the nurses — and they are honeys, I tell you! — 
and the marvelous skill of the surgeon: all that helped, but 
the prayers! — they did the trick. 


Wonderful Nurses 

~ Speaking of nurses, I had the pick of the lot waiting on 
me. And they ran in every once in a while, just to be sure 
I was comfortable and did not need anything or that I was 
perhaps too considerate to ring for them, dear things! They 
must have been worn out at the end of their shift if they 
gave all the little attentions to the rest of the patients up 
and down that long corridor. There is Miss Nachreiner, who 
is in charge of that Fourth East; she probably sets the pace 
for the rest, and what a beautiful pace it is! And those 
nurses, as beautiful of soul as they are of face and feature: 
O'Malley, Trost, Gehrs, Calahan, Redlin, and Hein. It was 
Miss Hein who came hurrying in the very first morning 
and saw to it that I did not miss Holy Communion; I shall 
never forget her for that; nor shall I forget the others for 
their dear, dear kindnesses. And our own Sister M. Marget 
who is in training at the hospital! She came down each 
night after her own work was done and was my lifesaver, 
if ever there was one. And dear Sister Illumina, the Sister 
on night duty, came in and spent the better part of a half- 
hour one evening visiting soothingly. 


Part of the “Hundredfold” 
There is another thing that nobody but a Religious is in 
a position to do, and I shall never cease wondering at it 
and being on my knees (only in spirit, at the moment, don’t 
you fear!) in gratitude for, and that is this. When the re- 
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port came back after the X-ray, early in the fall, I went to 
my superior and said: “You heard, did you, what Dr. 
Regan says about the knee? There are loose bodies there 
which have to be removed, or they become increasingly 
worse. He says it will take from four to six weeks. Sister 
Ursula counted out the days and if I could go the Friday 
before the Christmas vacation, we could get a little better 
than three weeks in there; and I am certain Dr. Fitzpatrick 
would be glad to take my classes for those few days.” This 
was the answer: “Get it taken care of right away. Have 
Sister Ursula make the arrangements, get the room and 
get it settled with Dr. Regan, and get it done right away. 
You can’t let a thing like that drag on.” And that was all 
there was to that. No question about whether it would be 
expensive nor how expensive it might be; no second thoughts 
whatever; only, get it taken care of. Who else could do 
that? Who else could go to the hospital as carefree as I 
went, with a whole community of dear nuns hovering 
around with promises of prayer — they all offered the Fri- 
day morning Holy Mass with Holy Communion for me! — 
and as concerned as anything that I should not have too 
much pain and that everything should work out perfectly, 
and that, surely, I should be home for Christmas. Oh, I tell 
you, there is just nothing like being a Religious; anyway, 
when you belong to the Order of S.S.N.D. I never quite 
realized how wonderful it is until I was entirely at the 
receiving end of things —and knew that I was at the re- 
ceiving end; of course, that is where I am all the time, but 
while I am fussing and stewing about, I sometimes get the 
notion that I am doing something actively, too, for others. 
During those days at the hospital, I knew downright well 
that I was doing nothing, but that things were being done 
to and for me as if I mattered and mattered a great deal; 
and, oh, that is a wonderful feeling —to me! You cannot 
possibly know what it means to wake up still rather “woozy” 
to find dear Mother Aquina leaning over you and smiling 
the most assuring smile in the world, and knowing that 
somewhere in the offing was Mother Fidelis who would 
come in and make you feel just wonderfully good by her 
merely being there. And, oh, to have the devoted chaplain 
of the hospital come in every single day to give you a 
blessing! It is almost worth having an operation to have time 
and disposition to count your blessings. 


A Lesson in Patience 
The first three days, they mercifully kept me under 
hypos and sedatives of one kind or another, so that I had 
very little experience of pain except perhaps during the 
last half hour before the next dose. Never having had much 
pain in my life, I suppose I was very much the tenderfoot, 
and what would scarcely be noticed by these heroic martyrs 
of whom I know a few, seemed like plenty painful to me. 
I tried to be patient about it and not complain, for part of 
Sister Ursula’s instruction— you have no idea on what 
minor points you will need instruction before you go for 
your first (operation, I mean) — had been, “Don’t go yam- 
mering, now, and complaining and don’t be asking to leave 
the hospital before they themselves tell you they will dismiss 
you; and try to look nice in bed.” All these things I kept 
constantly in mind; and while I may not be too easy to 
look at even out of bed, I did try desperately to keep the 
things I wore looking neat and orderly. And nuns who 
came in to visit said that, yes, I looked all right. 
But the ether! I could smell it everywhere and all the 
time. I tasted it in the occasional food I ate. Incidentally, 
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they brought in for each meal enough to feed three coal 
heavers, I am sure. One night, I thought of making me an 
improvised gas mask. I folded a handkerchief four times 
and tied it over my nose. Surely, that would filter out the 
ether. No such thing! I smelled it as strongly as if | were 
going under again. I ducked my head under the covers, ft 
was there too. [ folded one arm right over nose and mouth: 
it was in my clothes. I asked to have a little crack in the 
window; the cold air seemed to raise the stuff right from 
the floor and into the immediate vicinity of my nose, ] 
prayed; I tried to become so concentrated on the niysteries 
of the Rosary that I should forget the terrible oor that 
made my diaphragm want to come right up to the base of 
my throat. I became terribly ashamed one night as | looked 
up at the Crucifix and thought of the poor dear Lord hang. 
ing for three hours from nails with never an anaesthetic, 
nor hypo, nor little white pills and one partly filled’ capsule 
of something to ease the pain. By the time my mind had 
mulled that thought about a little bit, I was off anc asleep, 
When I confessed my shame at my great lack of endurance 
and my eagerness for the next dose of pain killer, Sister 
Pulcheria (she is another of God’s chosen saints) said “No, 
indeed, we don’t want you to have to suffer too much pain 
and become restless and uneasy; you can very easily disturb 
the wound and it will take just so much longer to heal. 
We want you to be as comfortable and with as little pain 
as we can help you be.” That made me feel less the coward; 
at least, it pushed my blushing conscience back or under 
for a while; but the Crucifix kept looking down from the 
wall pityingly, I think. Well, He knows, too, how much 
courage I don’t have. 


The Climax 

Tuesday —that was my “Jona day!” You are beginning 
to look bored. I haven’t come to the exciting part yet. You 
want to hear that, don’t you? No, it wasn’t on Tuesday, 
the exciting part. But Tuesday! That was the day Dr. Re- 
gan flashed in to say “Been bending that knee?” “Dear me, 
no. You did not tell me to bend it; just to move the knee 
cap. I did that a hundred times by actual count, as you 
said.” “Well, we've got to bend it, or you'll still be here 
for New Year’s Day.” He put his hand under my knee, 
where you just could not touch it without a great deal of 
pain—to me. “Oh, you mustn’t touch it there” I advised 
him — who was not listening at all, I thought. “Why mustn't 
I? You’ve got to bend this knee. You want to go around 
with a stiff leg the rest of your life?” And as nonchalantly 
as you please, he bent the poor thing right up as if it were 
not hurting horribly. I pressed my hands over both eyes 
and ears, thinking that the more senses I could shut out 
the less I should feel this dreadful agony. I tell you, it was 
fierce. It hurts me even now to think of it. “A hundred 
times today, just like that” said Dr. Regan as he went out 
cheerfully from the room. When I knew I was safely alone, 
I lay back, the six feet and one hundred eighty pounds of 
me and cried wet tears from sheer pain. Perhaps, | was 
imagining part of it, but I think not. But it has to be done 
a hundred times; I'll have to manage somehow. Necessity 
is the mother of invention all right. 

I thought me up a grand idea. I would have somebody 
put a folded blanket under “that thar knee.” Then, by de- 
grees I would fold it over and so raise the poor thing, sort 
of steal a march on it, as it were. I rang for a nurse and 
told her my plan; she folded the blanket and put it under 
the knee. “I shall manage the rest,” I said with a certain 






aee@e@eiq#< ai ees #5 « in Gn oon otf lCUelhlCUlCCOfe ee” 6 ee ae el ee Oe 


em tO 


eS. es. 


Ss = 


= 
aa 





PN oe ee 


> ~~ 
o 


a. 


8 


amount of authority in my tone, meaning that I would not 
care to have anybody rush me at the moment. “I can do 
things all right, but people must give me time; I am a 
very slow person.” Mother Fidelis had brought me a very 
highly indulgenced Rosary, one that I prize enormously. 
| would say a Rosary on it for the Poor Souls, if they would 
get on the job and do something for the one hundred times 
| was under obligation to bend that sore, sore knee. I told 
the Poor Souls I would do that little thing for them; would 
they, oh, please, would they do this other little thing for 
me? | said the Rosary with my eyes closed to shut out all 
possible distraction. The Resary finished, I proceeded with 
great confidence to my time on the rack. It worked! Up 
came the knee; higher and higher I rolled the blanket 
under it. I rang the nurse to come in and see. Darling Miss 
Redlin came hurrying in, and when I showed her what I 
had done, she exploded with, “Why, Sister, you are just 
wonderful!” And don’t think, for a minute that I had not 
thought that very thing myself, for I had definitely. I was 
allowed to stand up on both feet and walk (!) over to the 
wheelchair. 
Prayer and Skill Succeed 

From that time on, things moved very rapidly. And Tues- 
day was only the fifth day, you know. Wednesday morning, 
I walked around in a sort of glorified perambulator, which 
I was permitted to discard by Thursday. On Thursday, also, 
Dr. Regan came in and said, “When did we do this? Friday? 
Well, let me see, seven, eight, nine, ten. The tenth day we'll 
take out the stitches and let you go home. That meant Sun- 
day. One of the dear nurses called up home at once and told 
them I would be back Sunday. No, that is not the exciting 
part yet. But, during the night I must have improved so 
much that when the doctor came in on Friday, he said “We 
take out the stitches today and let you go tomorrow.” I was 


in glee, in spite of the fact that I hated to leave the dear 
people who had been so wonderfully kind to me and had 
contributed so appreciably to my quick recovery. Saturday 
morning, sure enough, around noontime, Dr. Regan came 
in, to take out the stitches. I was eager to see what the 
wound looked like. “Nice piece of hemstitching, don’t you 
think?” he said. I don’t think it looked particularly nice, 
but he should know. “You just whistle if this hurts, as it 
may.” But it was not bad at all, Dr. Regan being as adept 
at that as he was at the rest of the process. He had just laid 
a dressing over the wound, when | wanted to see how it 
looked with the hemstitching removed. Being a complete 
goose about things sterile or whatever everything about a 
bandage has to be, I picked up the dressing to look under. 
“You can’t touch that with your dirty fingers, that’s sterile. 
What do you think?” And he pitched the dressing right 
over his head to land where it might. “That shows you 
how stupid I am about such things,” I remorsed. He had 
another dressing over the wound in just no time and was 
covering it with an ace-bandage before I could do any more 
damage. 

I walked out of dear 445 under my own steam and down 
the hall and into the elevator and from there into the car, 
without benefit of crutch or cane or anything. And, oh, it 
was a wonderful feeling, and I was saying thanks prayers 
to the dear Lord and all His saints who had helped so visibly. 

I feel like a veteran now about this hospital business, and 
when you plan to go for an operation — particularly if it 
is for osteochondritis dissecans (insist on calling it by its 
rightful title) —I can advise you on every littlest detail. 

The exciting part? Oh, that I went home on Saturday, a 
week and a day after the operation. Don’t you think that 
is exciting! Wait until you have yours; you'll see. And, oh 
yes, don’t ever touch a dressing with your fingers! 





THE ARMY NURSE 


Many songs have been written and tales have been 
told : 

Of the men in the Service, so valiant and bold, 

But what song can be written, what poet in verse 

Can sing the full praise of the Army Nurse? 


Do you speak of our heroes far over the sea? 

She is sharing their hardships where’er they may be 
Under tropical sun, beneath the North Star, 

Her lot is their lot — the horrors of war. 


In the heat, in the cold of a hostile clime, 

With essentials lacking, supplies behind time, 

We pray for the men who endure war's cruel curse — 
Do we pray as well for the Army Nurse? 


ls it bodily dangers that threaten one’s life, 

In bombings, in strafings, in maelstrom of strife, 
In perils that reign o’er land, sea, and air? — 

In the midst of it all, the Corps Nurse is there. 


Separation from home? The long, lonely hours, 

When the soul of a man strives with dark, evil 
powers? — 

All this, she too knows, nor utters complaint 

As she strengthens the weak and rallies the faint. 

When with daring and bravery, great deeds are done, 

The land lauds the man with a place in the sun; 

But if he, in attempting, is broken, and bleeds, 

The Army Nurse is the one who heeds. 


She is taken for granted while making her rounds; 
War's spectacular deeds never enter her bounds. 
Yet her deeds are heroic as with love and care 

She mends broken bodies and minds that despair. 


Sang Homer and Virgil of arms and of men — 
For her, there is needed an Angel’s pen. 
Her life is an epic, a saga sublime, 
A record in heaven of good wrought in time. 
— Edward W. Courtney, S.J., Chaplain* 


* Submitted by Mr. Jos. Grau, S.J., St. Louis University, St. Louis 
(3), Mo. 
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THE modern hospital management and the hospital ad- 
ministration realize fully the importance and the necessity 
of a well organized personnel program. Today such an or- 
ganization is a must if the hospital is to maintain the type 
of personnel required to render efficient service to the patient. 

Industry has made greater progress in personnel adjust- 
ment than has the hospital because industry has looked at 
good personnel policy from a financial standpoint. Hospital 
administration is beginning to understand that a hospital is 
a business with a product to sell —service. This service, be- 
cause of its nature, must be of the highest standard. This 
standard can be reached only if the service is rendered by 
well trained and loyal personnel, no matter whether the 
servant of the public be a non-professional employee or a 
highly trained technician. 

The hospital might be compared with the human body of 
which the personnel department is the center or the heart 
from which flows the life lines that give energy to each de- 
partment of the institution. The life lines extend to the 
highest trained personnel as well as to the least important 
employee, although it might truly be said there is no “least 
important” employee. All employees are necessary and re- 
quire special training; even a maintenance man in a hospital 
requires more detailed or special training than a maintenance 
man in a hotel. This applies also to all the workers of that 
vast army of employees whose loyalty and personal sacrifices 
make the modern hospital the great giving institution to 
which Americans can point with just pride. 


The Personnel Director 

The person chosen to head or organize a personnel de- 
partment in a hospital should possess qualifications of a 
superior type. Since so many of these qualifications are 
essential, it is rather a matter of personal choice which 
directs the listing in order of importance. The main thing 
is that these virtues exist and that they are capable of de- 
velopment as the need arises. Some of the outstanding 
personnel qualifications might be listed as: 

Loyalty — to the Institution and to the employee 

Leadership and organization ability 

Education necessary for the position 

Liking and sympathy for people 

Good judgment and honesty 

Ability to inspire confidence 

Capability to develop incentive in others, as well as the 
virtue or quality of securing a successful functioning of the 
organization of a hospital personnel program. 

The jurisdiction of the personnel department or manager 
should extend to all departments -of the hospital proper; 
exceptions possibly may be nursing service and the medical 
departments. 

The personnel manager being chosen, he or she should be 
accountable only to the administrator and be empowered to 
organize and set up a workable department. The plan for 
this is formulated by degrees. Fact finding and orientation 
may take several months, during which time the personnel 
manager is busy in conference with the administrator and 


*Administrator, Mercy Hospital, Hamilton, Ohio. 
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Organizing The Personnel Service 


Sister Mary Benignus Leahy, R.S.M., B.S.* 












supervisors of the various departments. After this period, a 
flexible tentative plan of action may be found and put into 
writing. This plan will, of course, vary with the institution 
but generally it will gather and organize the scattered 
activities of the institution, adding new procedures and 
discarding old, only where an inadequacy has been shown 
to exist during the previous months of study and discussion, 
Distribution of this plan to supervisors will show them that 
specialized attention now will be given to those functions 
which have heretofore been extracurricular in their depart- 
ments. They will now be developed continuously, more 
efficiently and within a greater scope. It should convince 
them that the personnel department is a service department. 


Formulation of Policies 

The actual writing of the plan is a taking stock for the 
personnel director. It gives him an opportunity to analyze 
the whole situation with which he has to deal, to clarify and 
evaluate all the ideas he has accumulated in his months of 
orientation and to map out his future work clearly and 
concisely. 

Formulation of policies may be considered now. Certainly 
a clear statement of the principles which are to govern the 
relations between management and workers is important — 
important that it should be formulated, important that it 
should be clearly stated in writing, and important that it 
should be disseminated and understood by all whom it 
affects. 

There is another procedure which must be tailor-made to 
fit the institution, but generally it covers: Selection of 
employees; Health service; Conditions of work; Compensa- 
tion; Vacations; Leaves of absence; Sick leave and benefits; 
Promotions; Transfers; Discharges; Safety. 

Where conditions permit, a hospital should have wide 
participation in the formulation of policies, by means of a 
representative body, providing the best way of making it 
just, practical, and workable. A definite statement of poli- 
cies furnishes a sense of security to all. The personnel 
director knows definitely where. management stands on all 
these vital issues. It is an assurance to him of their good 
faith, and a goal toward which he directs all his activity. 


Selection of Employees 

Proper selection and placement of employees are primary 
concerns of the personnel department, and department 
budgeting of personnel with estimates of needs, decided as 
far in advance of the actual need as possible, are means to 
a smooth operation of supplying qualified workers. 

The building up of an available supply of employees is 
desirable but almost impossible in a tight labor market. 
Therefore, the personnel director should concentrate on 
developing his recruiting technique. Proper contacts should 
be established and maintained with all the common sources 
of labor supply and he should, constantly, be on the lookout 
for new sources. 

To recruit and supply intelligently, a complete knowledge 
of the qualifications of a job must be known and an analysis 
of all jobs in the institution should be made so that a 
uniform job classification system can be established. This 
















should be done by an experienced job analyst working with 
department heads. This survey is a prerequisite to the draw- 
ing up of a proper wage scale. 

All applicants for employment should be interviewed and 
records should be kept of pertinent information. Testing will 
add important information about the person’s suitability for 
work in your institution. If the applicant meets your re- 
quirements, investigation should be made of his past work 
record and character. A careful physical examination should 
be given each employee to insure his being placed in a 
position he can handle. Beginning his job in the hospital, 
the new employee also should enter a well developed health 
program; surely in this phase of personnel administration, 
hospitals should lead. When assignment is made, a definite 
rule of introducing the new employee to the job and to the 
institution should be carried out. The personnel manager 
should follow up the assignment and see that the interest 
of the department head in the new employee is such that a 
complete understanding of duties, responsibilities, and 
privileges will lead to a liking of work and loyalty to the 
institution. 


Training and Education 

A hospital, regardless of the type of work or department 
of the hospital, requires a training or instruction peculiar to 
that particular work. A worker in the cleaning crew should 
be taught how to use antiseptic solutions and soaps for floors, 
woodwork, etc., as well as the necessity for performing his 
work in a quiet manner so as not to disturb the sick. For the 
girl assigned to a department, specific training in how to 
make up an occupied room is essential. Proper training 
eliminates confusion and is conducive to the good order of 
the hospital. 


During the war years of 1943 and 1944, very many of the 
hospitals shared with industry the government program of 


training within industry. When applied to hospital work, 
this program has value and is helpful. The idea should be 
retained and used, possibly in a modified form. In the 
housekeeping department and in the dietary department of 
the hospital, one suitable division could be used for this 
training on the job. The worker under close supervision 
and instruction could be observed or tested as to his aptitude 
and fitness. When sufficiently familiar with the institution 
and work, it may be possible to transfer the worker to 
another department where he or she may be given responsi- 
bility. A less apt trainee could be retained for a longer time 
under close supervision; and the non-adaptable, eventually, 
eliminated entirely. 


Observation of Employees 

There is great need for more detailed and effective follow 
up supervision both in the dietary and housekeeping depart- 
ments of hospitals. Some forms of records should be kept on 
file. Inspections and notes of worker’s ability as well as 
working conditions should be recorded. Some incentive 
should be given, such as an increase in pay, as a reward of 
merit. Recognition of length of service, is well worth the 
time and effort given it; since it makes for better employee 
relations. It is also an incentive for othérs to look forward 
to, and is a good public relations media. 

Manpower is one of the major costs of the hospital of 
today — running well over fifty per cent in many cases; 
because of this fact hospital management is using ways 
and means to prevent this up-grading of costs. 

A lower percentage of separations from the pay roll is one 
way to keep this figure within bounds. Change of employees 
is expensive. It means time given to training and supervision 
for the new employee and a lessening in quality and 
quantity of service rendered to the hospital, and finally to 
the patient. 


Personnel Director Interviewing Applicant for Employment, Mercy Hospital, Hamilton, Ohio, 
February, 1946. 
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Many helpful and constructive aids may be secured 
through an “exit” interview — it may even mean a retaining 
of that particular employee with just a little adjustment and 
better understanding of reason of consideration for separa- 
tion. Whatever the results may be, it is a known fact that 
the exit interview is well worth any time or thought that 
may be given it by management. 


Remember the Patient 

Regardless of all other policies, “thought of the patient” 
should be the outstanding policy. The patient should be 
the unit of thought toward which all employees work, a 
definite goal or it might be stated that the “patient thought” 
is the hospital personality reflected by the employees as 
individuals or groups. 

Adjustment of the human element is of the utmost im- 
portance. That each employee should be treated as an indi- 


vidual is imperative. The personnel manager who knows 
the home joys and sorrows of his employees is in a better 
position to help the employee with advice or encouragement 
as the need arises than a cold off-standing manager whose 
sole interest in the employee is “work per hour.” 
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Saint Mary’s Chapel 


Sister Mary Brigh, O.S.F.* 


I have loved, O Lord, the beauty of Thy house, and 
the place where Thy glory dwelleth—Psalm XXV. 


EVERY great work that is carried on unbroken through 
centuries must be inspired by a lofty and compelling motive. 
In the words of King David is found the motive which has 
led to the concentration of the talent of the greatest artists, 
the skill of the finest artisans, and a wealth of precious and 
costly materials in the erection 
of churches. Nothing is too 
beautiful for the house of God, 
the source of beauty. 

Just as the story of Saint 
Mary’s Hospital has been a story 
of almost fabulous growth and 
expansion, the story of Saint 
Mary’s Chapel follows along 
similar lines. The decoration of 
the chapel, which was recently 
completed, is but the latest step 
in an unbroken effort to make 
beautiful this stately dwelling 
of the Lord. 

When Saint Mary’s Hospital 

opened in 1889, in addition to 
rooms for the patients and Sis- 
ters, there was a small chapel 
on the third floor next to a 
large ten-bed ward. That first 
chapel was simple and probably 
not very artistic, but it was the 
focal point of the Sisters’ lives 
and so the soul of the hospital. 
Not only that, it was the cyno- 
sure of many critical eyes that 
looked dubiously on a hospital 
conducted by Sisters, a hospital 
that contained a chapel! 


*St. Mary’s Rochester, 


Minn. 


Hospital, 
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Time and generous service changed that attitude, and the 
first addition to the hospital in 1893 provided a second chapel. 
Larger and more impressive than the first, it was located on 
the main floor in what is now the baby clinic. This second 
chapel had an outdoor entrance, the present isolation en- 
trance, and so was more accessible to members of the hospital 
personnel. 

There followed a second and a third addition to the hos- 

pital; and, with the latter, in 
1903, the third chapel, which 
now forms the narthex of the 
present chapel, was constructed, 

The first permanent chapel 
was designed by Victor Cor- 
della and executed by Italian 
artists and artisans who had 
been employed on the Saint 
Louis Exposition buildings. The 
Italian influence is visible today 
in the ornate and intricate de- 
sign of the arched ceiling. The 
beautiful murals on the left 
wall and above the altar were 
added later. Just as, this past 
summer, the growing designs 
in the chapel have been the 
center of interest, so, at the 
beginning of the century, inter- 
ested observers watched the 
Good Shepherd, the Nativity 
Scene, the Widow of Naim, 
and other familiar figures ap- 
pear, day by day, on the chapel 
walls. 

This new chapel was perfect 
in every smallest detail, but in 
time it developed the defect of 
the chapels of the past, insuf- 
ficient space for the growing 
congregation of Sisters and hos- 





pital personnel. On Sunday 
mornings it was not uncom- 
mon to find people kneeling far 
down the corridor, unable to 
enter the crowded chapel. 

To meet this need, the pres- 
ent chapel was erected in 1930 
under the direction of the C. 

H. Johnston Company of Saint 
Paul. The plan was developed 
with the old chapel forming 
the narthex or ante-chapel for 
the new one. The sanctuary 
end of the old chapel was re- 
moved and in its place an 
open concourse was formed 
which accommodates the many 
wheel chairs which caused one 
guest to liken a visit to Saint 
Mary’s Chapel on Sunday to a 
visit to the Shrine of Our 
Lady of Lourdes. Basilica in 
style, Saint Mary’s is unique 
among hospital chapels. The 
simplicity of design, the high 
vaulted nave, flanked by stately 
columns and softly illumined 
by the mellow light diffused 
through the amber cathedral 
glass of the large arched win- 
dows, produce an effect of peace 
and quiet in striking contrast 
to the busy hospital world just without the doors. 

Materials for the chapel were gathered from far and near. 
The massive columns in the nave and sanctuary are of pearl 
white granite from Cold Springs, Minnesota. The floor of 
the nave is McMullen gray marble from Knoxville, Tennes- 
see. The dark green marble base, border, and treads are of 
Verde Antique from Swanton, Vermont. Europe, too, con- 
tributed a share. The warmly colored marble with its count- 
less changing patterns in the wainscot, the sanctuary arches, 
and the side altars is Carmincella from Nassau, Germany. 
The sanctuary wall above the wainscot and the main body 
of the sanctuary wall are Portasanta marble from an ancient 
quarry near Rome. The red border in the sanctuary floor 
is Red Altico from Valencia, Spain. Botticino marble from 
Brescia, Italy, forms the white crosses. 

For several years, the altar from the old chapel was used 
in the new sanctuary. As a result of a competition conducted 
by the architects for the design of the new altar, Rambusch 
of New York was chosen for the work. The altar is the focal 
center of beauty in the chapel. It is of ivory colored Italian 
marble with a decorative panel of darker marble below the 
mensa. An unusual feature is the graduated arrangement 
of the large bronze candlesticks which form an ascending 
line to the beautiful crucifix above the altar. On the central 
pedestal of the reredos is a Carrara marble statue of the 
Blessed Virgin holding her divine Infant in her arms. To the 
right and left of the reredos, are statues of Saint Francis of 
Assisi, the founder of the Franciscan Order, and Saint Camil- 
lus de Lellis, the patron saint of hospitals. 

The altar is separated from the ambulatory by a finely 
wrought bronze screen and polished granite columns. The 
Communion railing is of Carmincella and Portasanta marble 


with gates of bronze. At the 
end of the north asile, in a 
recessed marble niche, is the 
altar of the Sacred Heart. Simi- 
larly placed, in the south aisle, 
is an altar dedicated to Saint 
Joseph. 

Notable among the interest- 
ing features of the chapel are 
the stations of the cross, copies 
of the paintings of Feucrstein, 
made on brass plates with 
bronze frames. The rich colors 
and strongly drawn figures 
against the marble setting are 
strikingly realistic. 

The decoration of the chapel, 
delayed for fifteen years, was 
begun in June, 1945, under 
the direction of Rambusch, who 
had previously designed the 
altar. So perfectly has the 
painting accentuated the origi- 
nal beauty and dominant theme 
of the chapel that it seems to 
have been part of it always. 
Blending with the tone of the 
granite columns and forming 
a background for the colorful 
marble wainscot and arches, 
the walls are of warm ivory 
and soft French gray stone. 

Encircling the great coffered arch which separtes the nave 
from the sanctuary is the opening phase of the Magnificat, 
Magnificat anima mea Dominum. In ivory letters against 
a background of midnight blue, the remainder of the canticle 
encircles the entire nave and sanctuary. 

Further honoring the prerogatives of the Mother of God, 
each of the ten arches which span the lofty ceiling of the 
sanctuary and nave bear two of her titles, taken from the 
Litany of Loretto. Surmounted by an appropriate symbol 
and set off by a wide band of gold leaf, the Latin inscriptions 
honor Mary as Virgin of Virgins, Mother of Christ, Mother 
Most Chaste, Mirror of Justice, Seat of Wisdom, Spiritual 
Vessel, Vessel of Honor, Mystical Rose, Tower of David, 
Tower of Ivory, House of Gold, Ark of the Covenant, Gate 
of Heaven, Morning Star, Health of the Weak, Refuge of 
Sinners, Comforter of the Afflicted, Help of Christians; Queen 
of Angels, and Queen of Peace. 

The arches between the nave and side aisles are accentuated 
by a conventional design in three tones of gray embellished 
with gold leaf, while the arches of the clerestory windows 
are a deep blue relieved by a gray design. 

The medallions in the half-domed apse above the altar 
are blue, surmounted by a conventional star-shaped design 
in gold leaf. Centering the sanctuary arch is the Chrismon 
or monogram of Christ, patterned after those inscribed in 
the catacombs by the early Christians, the Alpha and Omega 
symbolizing Christ as the beginning and 
end, the encircling line indicating His in- 
finity, and the doves feeding at the base 
symbolizing mankind. There is no figure 
on the cross, as there was no figure on 
any of the early crosses. Instead, at the 
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St. Mary’s Chapel, St. Mary’s Hospital, Rochester, Minn. 


center are the first letters of the Greek word for Christ. 

This cross was the symbol which Constantine saw in the 

sky and inscribed on the banners of his victorious army. 

The two candlesticks above the crossbeam proclaim that 

Christ is the light of the world. The flowers issuing from 

the cross represent the fruits of Christ’s death on the cross 

and the circle beneath, the world which He has redeemed. 
Completing the arch are four symbols, two on each side, 

representing the ends for which the Holy Sacrifice of the 

Mass is offered. To each symbol is added an inscription 

taken from the “Gloria” of the 

Mass. The center, with the in- 

scription, Adoramus Te, symbol- 

izes the praise and adoration which 

the Son of God alone can offer 

worthily to His Father. The harp, 

with the title, Gratias agimus Tibi, 

brings to mind the opening words 

of the Preface of the Mass, “It is 

truly meet and just, right and 

available to salvation, that we al- 

ways and in all places give thanks 

to Thee, O Holy Lord—.” The 

atonement made by Him, “Who 

takest way the sins of the world” 

is represented by the intertwined 

cross and crown with its inscrip- 

tion, Oui tollis peccata mundi. 

Completing the arch, the open 

book with the invocation, Pater 

Noster, and the script, Suscipe 

deprecationem. nostraum, symbol- 

izes the petitions of the priest and 

people offered to God through the 

prayer taught by Christ to His 

Apostles when they asked Him 

how to pray. St. 
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Just as the small chapel in 1889 drew many visitors to its 
door, the new Saint Mary’s Chapel remains the focal point 
of the hospital. The many who enter it in the future, the 
weak and the strong, the joyful and the sorrowful, those 
who come to pray and those who come to gaze at a strange 
world, all will be greeted by the exultant prayer of the 
Mother of God, “My soul doth magnify the Lord.” Advane- 
ing farther, if they meditate on the symbols above the altar, 
they will learn how God is to be magnified — by adoration 
and praise, by thanksgiving, atonement, and petition. 


Mary's Chapel, St. Mary’s Hospital, Rochester, Minn. 
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The Danger of Exploiting Student Nurses 


Sister M. Placida, $.M., R.N., B.S.* 


EDITOR’S NOTE. The Author of this paper will, no doubt, be the 
first to recognize the importance of pervading the life of the nurse 
os summarized in these thirteen points with the Spiritual attitude, 
principles, and teaching, if these characterizations are to be applied 
to the life of the student nurse in a Catholic school of nursing. 


EXPLOITATION of student nurses in hospitals may be 
said to exist where the services of student nurses are utilized 
excessively in order to reduce the expenses of graduate 
nursing. As a result, the education and experience justly 
due the students are sacrificed. The situation existing in 
many hospitals today, especially those that have attempted, 
through the years, to follow the constructive trend in modern 
nursing educational programs, is not a criterion of normal 
practice nor does it represent the judgment of hospital 
administrators and faculties in schools of nursing as to what 
the practice should be. The present critical shortage of 
graduate nurses, rather than the monetary ambition of 
administrators, tends to place the extreme nursing load on 
student nurses. Too often, it must be admitted, the student 
nurse is carrying this responsibility without adequate super- 
vision and guidance. The reasons for not only the critical 
shortage of graduate nurses but also a shortage of personnel 
in all departments, which have been experienced on a 
national scale, need no elaboration here. That hospitals and 
the nursing profession still carry a heavy burden in these 
months of transition does not make us overlook the fact 
that there is hardly a profession that has escaped. That is 
the reason as we review the literature of modern nursing 
education and study the plans for future development, we 
would prefer to entitle the paper “Nursing Education at 
Another Milestone.” 

Administrators of hospitals and progressive faculties of 
schools and colleges of nursing would be shortsighted, indeed, 
if they did not continue to make every effort to relieve the 
strain on the student nurse and follow curricula that include 
courses and schedules providing for her proper development. 
A brief review of the reactions of nursing education to the 
crises that have occurred in the past three quarters of a 
century should be enlightening. That review should give the 
perspective from which the administrator and the teacher 
may see the progress in the nursing profession, and then 
consider the present broadening of aims and objectives, and 
the problems that challenge our leaders today. The progress 
of the past should stimulate nursing educators to make every 
effort to preserve what experience has proved worthwhile 
and also to accept modifications that are the outgrowth of 
intelligent study of what the future will demand of the 
graduate nurse. 


Development of Professional Education 

In the decades from 1873 to 1893, referred to as the pioneer 
days, the immediate problem was to lay the foundation of 
an adequate nursing service which would provide decent 
conditions for both the patient and the nurse. During these 
years, nursing service was stressed more than educational 
development. Toward the end of this period, however, the 
need for a definite, organized program of instruction was 
tealized. The graduates of the schools were “trained” 


*St. Mary’s Hospital, San Francisco, Calif. 


women not “professional” women as is the demand today. 
There are few who would be satisfied with the ideal that 
nursing service alone is sufficient for the student nurse, The 
aim to educate as well as to train each student is accepted. 

During the next twenty years from 1893 to 1913, however, 
this aim was overlooked. Hospitals and schools of nursing 
multiplied throughout the nation. Each hospital wanted a 
school of nursing. Nursing service was essential to the hos- 
pital. The only solution seemed to be the erection of schools 
where students could form the nursing staff. There were 
almost as many varieties of admission requirements, educa- 
tional programs, and types of graduate nurses as there were 
schools of nursing. The demand for nursing service had to 
be met; the educational development of the student was 
neglected. 

The publication of the first edition of the Standard Curric- 
ulum for Nursing Schools by the Educational Committee 
of the National League of Nursing Education in 1914 
marked the third period. This was: 


to serve as a guide to training schools struggling to estab- 
lish good standards of nursing education . . . to represent 
to the public and to those who wish to study our work 
a fair idea of what, under the present system, might be 
considered as an acceptable training for the profession of 
nursing. 
The conclusion is evident that, as the years went by, the 
educational development of the nurse was accepted as a 
more important factor in the grading of schools of nursing. 
There was wider recognition of the fact that where the 
demand for nursing service was too great, the education of 
the student was bound to be neglected; therefore, the hours 
of class instruction were specified and all students had to 
attend these classes. Their hours of clinical experience could 
not be so long and strenuous that the student was too tired 
to study or profit by the clinical opportunities for learning. 


Education Comes First 

In spite of the problems created by World War I and the 
period that followed, the schools of nursing continued to 
use the Standard Curriculum for Nursing Schools. Disputes 
arose over the value and opportunities of theoretical instruc- 
tion and clinical experience. Questions of their respective 
value and of the amount of time to be devoted to each phase 
were often discussed. In 1927, a revision of the League 
Curriculum was completed. From information supplied by 
this publication, the Grading Committee made its fact- 
finding studies for evaluating courses of instruction in 
schools of nursing. These studies showed that the upper 
twenty-five per cent of the schools met the requirements 
recommended in the curriculum; some of these schools 
achieved standards that exceeded the norm. 

Toward the end of the third period, 1933, the problem of 
unemployment arose. That the standards for nurses and nurs- 
ing have been raised considerably was recognized not only by 
the members of the profession but also by the public. Nursing 
education felt the impact of the depression as did other 
collegiate institutions. The problem was how to save the 


Preface to Standard Curriculum for Nursing Schools (1st ed., 1914). 
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uursing protession ana especially how to safeguard the 
advances that had been made in the previous decade. Im- 
mediately nursing organizations met to discuss plans and 
policies that would aid in solving the problem of employ- 
ment without sacrificing professional gains. During these 
years and those immediately preceding World War II, 
various studies were made that resulted in a revision of the 
curriculum. A planned program for clinical assignments was 
stressed. These assignments were made with the purpose of 
increasing the student’s experience and knowledge. “Where 
the student nurse’s services were most needed,” ceased to be 
the determining factor. 


More Graduate Nurses Employed 

During this same period, hospitals took a progressive step 
by providing graduate nursing care. Nursing service, in too 
many instances, had been entirely contributed by student 
nurses for many years. In 1927, a study made by the Grad- 
uate Committee revealed that 73 per cent of hospitals with 
schools of nursing had no graduate staff. In 1937 there were 
27,000 graduate nurses employed as staff nurses in 1200 
hospitals. Administrators in these hospitals realized the value 
of graduate nurses to stabilize nursing service and permit 
the proper rotation of students through the various depart- 
ments. As time went on, the student nurse came to be 
recognized as a student with a need for more time for class 
work and study and some time for prayer and play. 

Pearl Harbor and World War II found the medical and 
nursing professions as well as the hospitals meeting their 
serious problems with a courage and generosity that have 
won the gratitude and praise of the nation. Readjustment 
and reorganization of the programs in schools of nursing 
were necessary in order to meet military and civilian needs. 
The accelerated program became the responsibility of all 
accredited schools of nursing. Many of these schools were 
still struggling to maintain required standards. Those 
responsible for nursing education were not blind to the 
dangers involved in the accelerated program, but there 
seemed no other solution to the problem. The warnings 
against sacrificing certain principles of the profession did 
not fall on deaf ears, but the demands made on nursing 
were heavy and continuous. The Cadet Nurse Corps pro- 
gram added to the numbers to be prepared. There were 
fewer instructors, more unprepared supervisors and head 
nurses, to teach more students in less time. Fewer doctors 
meant greater responsibilities for the nurses, and, since there 
were fewer graduate nurses, much of this responsibility had 
to fall on the student nurse. The number of staff nurses 
employed during the war was reduced to approximately 
the level of 1927. 


Students Meet An Emergency 

True, student nurses responded and did well the tasks 
and assignments given to them. The services of the senior 
cadets and other students in the military and at home were 
of invaluable assistance in rendering essential nursing care. 
We could not have kept our hospitals open without them. 
The fact is acknowledged, however, that “hospitals were 
serviced almost entirely by student nurses . . . students were 
placed in charge of wards,” and in some instances, replaced 
graduate nurses in other positions. That administrators of 
hospitals have become accustomed to this situation and may 
desire to continue it, is the problem that is worrying some 
leaders who foresee that the educational needs of the nurse 
would become secondary as in the early days. These leaders 
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have a lurking fear that nursing will revert to a type that 
was current in the days when it was a matter of fixing 
habits and skills by the process of repetition. They see the 
standards of nursing lowered so that nursing will no longer 
be considered a profession. They question how graduates 
can compete with practical nurses and nurses’ aides, how 
they can be expected to fulfill the demands made upon them 
by the patient, hospital, doctor, and community. 


Our Duties to the Students 

Those intrusted with the education and training o! the 
student nurse must keep in mind the complexity of the life 
of a nurse and the demands which will be made upon her, 
She must be equipped to take part in all kinds of activities 
in which human beings participate. She is with those 
coming into the world and those going out of it. She is 
expected to be able to meet the problems of every status in 
life as well as those connected with her techniques. She 
ministers to the poor and the rich, the cheerful and the 
depressed; she learns not only how to care for the physical 
needs of the patient, but also how to minister to his spiritual 
needs; and in herself she must develop that personal per- 
fection that will influence her own life and the lives of those 
she is privileged to serve. 

It is the duty and responsibility of administrators of 
hospitals, as well as of directors and faculties of schools of 
nursing, to see that the graduates are prepared to meet the 
many and varied demands made upon them. Much more 
is exacted of a nurse today than in former years when her 
services were practically limited to simple procedures in a 
hospital. The summary of Chapter III, “Nursing Schools — 
Today and Tomorrow,” of the 1936 report of the N.L.N_. 
gives some idea of what is expected of the professional nurse. 
It is worthwhile quoting in full: 


1. The patient expects his nurse to keep him comfortable 

and contented, to adjust herself to his household, to 
get along amiably with his family and friends, and 
to take an interest in him as well as in his illness. 
Also, he expects her to have skill and gentleness, 
knowledge, and experience. 
The physician expects for his patient the same quali- 
fications that the patient demands. He also expects 
loyalty to himself, obedience to his orders, assistance 
in his procedures, and a building up by the nurse 
of the patient’s confidence in his competence and 
skill. 

. The hospital administrator expects the nurse to satis- 
fy the patient and the physician; he expects her to 
adapt herself to the institution and to assume her 
share of administrative responsibility. She must de- 
vote constant vigilance and considerable knowledge 
to the administration of the division under her care. 

. The community expects the nurse in case of epidem- 
ics and disease to display well disciplined service, 
courage, and resourcefulness. In normal times it 
expects the nurse to be especially qualified in preven- 
tive work, school nursing, maternity, and public 
health work. 

. Nurses know that as a group they must meet the 
needs of the patient, the physician, the hospital, and 
the community. They know that the traditional 
mursing virtues — courage, dependability, patience, 
and devotion — must accompany all nursing practice 
worthy of the name. 

. All nurses should be able to give expert bedside care 
and have sufficient knowledge of household arts to 
deal effectively with domestic emergencies. 
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_ All nurses should be able to observe and interpret 
patients’ symptoms — both physical and social. 

_ All nurses should not only be able to deal effectively 
with special needs associated with the care of com- 
mon types of diseases, but they should be prepared 
to give appropriate nursing care to men, women, and 
children. 

_ All nurses should be able to apply the principles of 
mental hygiene to the care of all sick people. 

_ All nurses should contribute to the maintenance of 
health and prevention of disease by making them- 
selves familiar with the community’s health needs, 
helping to protect it from infection and other dangers, 
and helping to teach prevention of diseases and im- 
provement of health and standards of living. 

. All nurses should be able to teach measures to con- 
serve and restore health, including: 

. Teaching the patient measures to promote his 
recovery; 

. Teaching him policies to follow after recovery for 
the maintenance of his health; 

-. Teaching not only the patient but his family as 
well the elementary principles of hygiene and 
healthful ways of living. 

. All nurses should be able to co-operate effectively with 
the family, with local hospitals, health and social 
igencies, and organized medical groups. 

. All nurses should be able through their profession to 
attain economic security and provision for sickness 
and old age; they should be able to conserve their 
health, and to seek and attain mental stimulus in 
their work.” 


Instruction and Experience Required 

Little reflection of the scope of this program is needed to 
convince those privileged to guide and educate the student 
nurse that her education must be broad, her sensibilities 
refined, and her skill adequate. The richer her academic 
background is before she begins her professional preparation, 
the deeper should be her knowledge and the keener her 
appreciation of the qualities she must develop in the profes- 
sional program that modern nursing education and the 
facilities which modern hospitals place at her disposal. 
Nursing education cannot be separated from nursing service 
any more than nursing service can be separated from nursing 
education — they must go together. What some have termed 
exploitation, but what we have preferred to recognize as a 
retrogressive step resorted to in a dire emergency, tends to 
separate them and place more importance on nursing service. 
True, the nurse’s education, like every other student’s, is 
acquired by self-activity in making her own the knowledge 
and skill derived from experience. Clinical experience, in 
order to be educational, must be based upon the opportunities 
it affords for learning rather than hospital needs and be 
measured in variety and type rather than in months and 
days. Schools of nursing where exploitation exists will not 
consider the advantages to the student but will give first 
place to where her services are most needed. Graduates of 
these schools will not be prepared to meet the demands 
made of professional women. 


*Ethel Johns, R.N., “Nursing Schools — Today and Tomorrow,” 
summary, Chap. III, in George W. Graves Annual Report and Pro- 
ceedings of the Forty-Second Annual Convention of the National 
League of Nursing Education (New York: National Headquarters, 
1936), pp. 113-4. 


Supervision and Guidance Essential 


The student usually profits mentally and spiritually from 
her experiences in the hospital only to the extent that she 
is properly supervised and guided. The student nurse must 
know what she is doing and why, if opportunities are to 
have any value in her education. Purposeless and routine 
tasks pressed into a busy day will never inspire her with 
the sacred ideals of service which motivated the works of 
mercy of our earliest leaders. She will be too tired to profit 
by her experience. Time is required to assimilate knowledge, 
to perfect her skills, and to cultivate right attitudes that 
give her the maturity and sense of responsibility indispen- 
sable in a professional nurse. The work of a nurse must be 
more than manual labor. She must know the cause, effect, 
and prevention of diseases. She must utilize the daily 
opportunities for teaching patients, relatives, and friends. 
The educational interests of the student must be stimulated 
by those responsible for her training so that she will realize 
the importance of developing those qualities essential for a 
competent and efficient nurse, and of acquiring the educa- 
tion and skill which will enable her to give the type of 
nursing service that the public expects. It is useless for us to 
stimulate educational interests if we are not going to see that 
the student has and makes use of every opportunity for 
acquiring knowledge and skill. 

If exploitation is not only a danger but also an injustice to 
student nurses, then true zeal for Christian education will 
make administrators of Catholic hospitals and schools of 
nursing co-operate in formulating constructive programs that 
will use to the best advantage the facilities which their joint 
institutions have for the complete development of the student 
nurse. They will see that nursing education does not lag 
behind general education in utilizing the principles of 
educational psychology. They will recognize that habits or 
skills are acquired and maintained by increased knowledge 
as to their purpose and by well developed attitudes as to 
their desirability. Growth of knowledge and strength of 
attitudes tend to perfect skill. 





THE DAWN OF A HOSPITAL PATIENT’S DAY 


The tinkling sounds of a tiny bell 

Are sweeter to me than | can tell; 

In their own clear language they seem to say: 
“Prepare! the Lord is coming your way!” 


The sounds draw nearer; from my heart's deep 
recesses 

Pour forth all the faith and the love it possesses. 

“O Lord, | am not worthy —” humility reigns 

While confidence and hope in my God there remain. 


The tinkling grows louder; the chaplain walks in 
Bearing my God in the Host before him; 

“Corpus Christi—” and on my tongue is laid 

The Master! the God Who heav’n and earth made. 


What joy is mine! No words can express 
That feeling of awe, love, and tenderness. 
“My Jesus,” | say, “nevermore do depart; 
Place my dear ones and me in Your pierc’d Heart 
And lock it forevermore!” 
— Catherine Knese* 


* Roscoe, Minn. 
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Motivation For Admitting- Office 
Procedures 


Sister M. Eucharia* 


ST. BERNARD once expressed a shortcut to sanctity in 
the maxim: Love Serves. Could not this placard fittingly be 
posted before the eyes of every Sister in an admitting office? 
Much has been spoken and written regarding the admission 
of patients. There have been innumerable mechanical de- 
vices explained in various hospital publications with printed 
forms and systematic procedures. Stress has been laid upon 
the all-important factor that the admitting office is the 
patient’s first contact with the hospital. Personal qualifica- 
tions of the admitting clerk have been enumerated — and 
with good reason. But is not the objective of our admitting 
offices to render a Christlike service rather than merely to 
carry out a routine? When a system is followed in a per- 
functory way, there is always the danger of treating Mrs. 
Jones as admission No. 132578 and no more. The distinc- 
tive courtesy expected of us makes it our obligation to give 
a personal and individual service to everyone who approaches 
the office. This is the one phase of hospital performance in 
which our Catholic hospitals should excel. Have we not 
the example of Christ’s “going about doing good . . . heal- 
ing such as were diseased?” Each leper cleansed, each blind 
man made whole, was to our Divine Lord another soul. 
When we come to treat with everyone as another soul we 
begin to catch the secret of Christlike graciousness so that 
whether we answer the inquiry of a blustering school boy 


or escort the governor’s wife to her room, we realize that 
we are in touch with souls. 


Dealing With Souls 

Most of our admitting offices have many contacts with the 
public besides those arising from the admission of patients. 
It is true our dealings with the public may consist of a series 
of routine performances, interruptions, or annoyances. But 
everyone we meet can come to be for us another soul. With 
prayer and patient effort, strengthened by God’s ever present 
grace, this faith can be vivified; then the querulous woman 
who insists upon seeing her friend out of visiting hours be- 
comes for us another soul rather than another nuisance. Con- 
stantly throughout the day, from our morning contact with 
our Heavenly Father in mental prayer until the close of our 
day’s activity in being about His business, we ought to 
repeat again and again, “I am dealing with souls.” We are 
carrying Christ’s message to an almost pagan world, and to 
do this, as we are often reminded, we must supernaturalize 
our work. 

The Apostolate of the Smile 

A very practical and simple aid toward this gracious 
supernaturalized service is what has been called the aposto- 
late of the smile, which can be a specific means to make our 
day’s routine both prayerful and fruitful. This habit of smil- 
ing on others is not difficult to cultivate. But “Do not even 
the publicans do that?” The vital force of our smile should 
be the inward prayer that Christ may add to it the grace 
to touch that soul to new or fuller life. This prayer need 
not be one of words; an inward glance, a simple desire suf- 


“Superintendent, St. Joseph’s Hospital, Phoenix, Ariz. 
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fices. It could be fervently and expressly made in the visit 
to the Blessed Sacrament at the commencement of the day’s 
work when we ask our Lord to give us all that we shal! need 
in our contacts with souls and beg from Him the needed 
graces for our “smiles” that day. It is somewhat of a com- 
pact that we have with Christ; in this way our smiles be. 
come truly grace-full. Then we go through the day giving 
God to souls by this simple means of a prayerful smile, and 
this helps to keep our souls united to Him in what other. 
wise might be a hectic day. 

Our hospitals offer an immense field for the apostolate 
of the smile. In fact, it is rather enlightening to estimate the 
number of contacts that we have with those not of the house- 
hold of the faith. In all of our hospitals a percentage of 
patients is non-Catholic; in some this percentage is quite 
large. Many visitors also who inquire at the office for room 
numbers or other information may not be of the faith. Their 
impressions of religion are being formed from these appar- 
ently insignificant meetings at an admitting office. In a 
hospital of 250 beds it seems reasonable to assume that each 
year, 30,000 contacts of non-Catholics might be made with a 
representative of the true Church. If each one of those 30,000 
contacts were accompanied with a prayerful smile, what 
bulwarks of prejudice or unbelief might not be broken down. 
A well-known businessman once remarked that he had long 
entertained a very bitter prejudice toward the Catholic 
Church. He told how his attitude had been changed by the 
graciousness of a hospital Sister whom he had contacted in 
inquiring about insurance papers for one of his employees 
who was a patient in the hospital. And we know what a 
nuisance insurance papers can be at times! Perhaps it was a 
prayerful smile that softened the prejudice. 

We realize that it is ouf interior life that gives superna- 
tural fecundity to our activity, but this simple practice of 
the prayerful smile and the prompt willingness to serve can 
be a bond between our life of prayer and our life of work. 


A Gracious Routine 

While we must ever “seek first the Kingdom of God,” it 
is none the less true that “order is heaven’s first law.” Order 
and routine are essential requisites in an admitting office. 
The functions of the office, however, will vary according to 
the size and type of the hospital and since considerable in- 
formation is already available on the subject, we can give 
only a few suggestions that may be of general assistance. In 
working out a systematic routine for the admitting office, 
it is well to make a list of four or five procedures or phases 
of the work which occur most frequently during the day. 
Ordinarily, it will be found that these comprise more than 
60 per cent. These procedures should then be systemized 
and carried out as effectively and with as much time saving 
as possible. For example, if it is found that the taking of 
reservations is an important item and one which causes 
confusion when proper information is not obtained, a sys 
tem which will make the work proceed more smoothly 
should be substituted. A printed form proves helpful for 
this purpose. 





The admission of maternity patients is greatly facilitated 
by a pre-registration plan. Doctors could be asked to send 
patients to the hospital several months in advance to make 
reservations. At this time full information, including that 
for the birth certificate, could be obtained so that the patient 
would later be admitted without any delay. The expectant 
mother could be given further instructions outlined in a 
simple information folder listing such items as: _articles 
necessary during her stay in the hospital; regulations re- 
garding visiting hours and the viewing of babies; where 
the expectant father should wait; articles of clothing needed 
for the baby when leaving the hospital and similar points 
of information. This would be a real time-saving asset and 
would afford an excellent opportunity to introduce these 
patients to hospital routine prior to admission — opportuni- 
ties latent with possibilities for promoting good will and 
efficiency. Can not this first contact with our maternity pa- 
tients radiate such graciousness that each mother-to-be will 
anticipate her return with pleasure? 

A file for these maternity reservations could be devised 
in which the patient’s record could be kept alphabetically 
and, at the same time, be so tabulated as to indicate the total 
number of reservations for any given month. When the 
patient enters, the form is simply taken from the file and 
all information for admission record is available at once. 
This form is then given to the clerk responsible for birth 
certificates. 


A Cordial Reception 

As to the procedure for admitting patients, let us em- 
phasize the personal touch. Here is a glorious opportunity 
for the apostolate of the smile. We know how quickly a 
warm smile can make one feel at home. And this is our 
aim. Hospital life is a new experience to most patients, and 
a warm greeting helps much to remove the feeling of un- 
easiness. This cordial atmosphere in the admitting office may 
be helped greatly by such factors as privacy and a place 
for the patient to be seated comfortably. Most people resent 
being questioned about such personal matters as age in the 


presence of strangers. Once the patient has been made to 
feel at home, the necessary information can be obtained 
as informally as possible. Questions ought never be asked 
bluntly in rapid succession with one’s eyes glued to the 
paper. The patient naturally resents this and often attributes 
it to cold impersonal efficiency. It helps much to maintain 
the pleasant cordial manner, while recording the informa- 
tion, to look up at the patient and call her by name; for 
example, “What is your address, Mrs. Jones?” A few words 
of friendly conversation may be interspersed to help relieve 
any nervous strain. Frequently, important credit informa- 
tion can be obtained without the patient’s being aware of 
it. For example, one might ask: “Does Mr. Jones have a 
business telephone?”; “What firm is that, Mrs. Jones?”; 
and “In what department is your husband employed?” In 
this way the patient would give valuable credit information 
indirectly. Even the distasteful subject of expenses might be 
softened by the question, “Do you have Blue Cross Hos- 
pitalization, Mrs. Jones?” Invariably it is found that it is 
not the questions but the manner in which they are asked 
which causes friction and resentment on the part of patients. 
Admitted in a gracious, well motivated manner, Mrs. Jones 
will go to her room impressed and relaxed by the evident 
interest in her as an individual rather than as just one 
more admission. This cordial reception has lessened her 
real anxiety and fear of hospitals. It is not an exaggeration 
to say that the admitting office has introduced Mrs. Jones 
to what she may find a pleasant experience. 

That Love Serves is a maxim which can vitalize very 
effectively a program of Public Relations is obvious. The ever 
critical public will be the first to appreciate the difference 
between a service prompted by efficiency and one made vital 
by love. Since the first impressions of the hospital are based 
on public relations in the admitting office, they should be 
impressions of a personal and individual service made 
Christlike by a prayerful smile. This will not be difficult 
if we pray with the blind man: Lord, that we may see . . . 
see Thee in all who come to us, and in us that they may 
see Thee. 


Confidential Status of Records 


Emanuel Hayt, LL.B. 


Records are “Privileged” 

The medical records of a hospital and the information 
obtained by the physician while attending a patient in the 
hospital are all of a confidential character and should not be 
disclosed except with the consent of the patient* or the per- 
son who stands in the position of the patient. The history is 
protected by the privileged communication statute, where 
such statutes exist, and is therefore inadmissible in evidence 
in all cases in which the privilege has not been waived.’ 
X-ray plates and photographs made by physicians attending 
the patient in a professional capacity likewise are privileged.’ 


* Attorney, Hayt and Hayt, Ceunselors at Law, 99 Wall St., New 
York 5, N. Y. 

*This statement is not to be interpreted to mean that the patient 
exclusively or his representative, has the right to determine the dispo- 
ston of his record. — Editor. 

This and all following numbers refer to the list of citations to be 
found at the end of this article. 


An action of divorce was brought by a husband against 
the wife; she cross-petitioned for a divorce with alimony. 
The husband alleged that she was unable to bear children. 
To prove his contentions, the husband subpoenaed the super- 
intendent of a hospital in which she had been a patient, 
together with the medical records. The superintendent testi- 
fied that he had produced a history relating to the operation 
of the wife, prior to her marriage. He also stated the date of 
admission and the date of the operation, and that he was 
acquainted with the doctor’s signature at the end of the 
record. The record was then offered in evidence, but was 
objected to by the wife. Her objection was sustained by the 
court, which held that the doctor himself would be disquali- 
fied to testify if he had been called as a witness, and that, if 
the doctor was disqualified, certainly any record kept by the 
doctor or the hospital would not be admissible. She was 
granted a divorce which was affirmed on appeal.* 
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The burden rests upon the party claiming privilege to 
show that the evidence sought to be introduced is privileged. 
It appeared in a case that the insurance company denied lia- 
bility on the policy because the assured at the time the policy 
was delivered was suffering from syphilis and a chronic 
heart condition. To support its contention, the company 
sought to put into evidence the records of the hospital in 
which the assured had been a patient for these conditions 
shortly after the issuance of the policy. The Missouri statute 
provided that hospital authorities are to keep clinical records 
of admitted patients; such records may be received in evi- 
dence. However, another statute stated that confidential com- 
munications received by a physician or surgeon from a 
patient were privileged and that the doctor cannot testify 
“concerning any information which he may have acquired 
from any patient while attending him in a professional char- 
acter, and which information was necessary to enable him to 
prescribe for such patient as a physician, or do any act for 
him as a surgeon.” ‘ 

The court held that the hospital records were privilege 
and could not be received in evidence, for the reason that 
the history upon its face showed that it had been compiled 
because of the relation of physician and patient.* 

A special committee of the City Council of the City of 
New York was designated to investigate charges of negli- 
gence and maladministration in the treatment of patients at 
Lincoln Hospital. The committee had served subpoenas 
duces tecum on the Commissioner of Hospitals of the City 
of New York and on the medical superintendent of the hos- 
pital requiring the production of specified records of the 
hospital including “all case records, reports, charts, diagnoses, 
X-rays and other records” relating to named patients. 

The Commissioner appeared before the committee and 
produced some of the records called for by the subpoena, but 
refused to produce any case records or records which would 
disclose “confidential information relating to the diagnosis 
and treatment of patients.” His position was upheld on the 
ground that a physician is precluded from giving testimony 
in a judicial proceeding in any form, whether by affidavit or 
oral examination, involving a disclosure of confidential in- 
formation acquired in attending a patient, unless the seal of 
secrecy is removed by the patient himself.° 


Purpose of Privileged Relationship 

It is usually necessary for the patient to give his physician 
all information having any bearing on his malady, to enable 
the physician to administer the most helpful treatment. This 
may call for the imparting of information both embarrassing 
and harmful to the patient if given general circulation. In 
recognition of this fact, statutes have been enacted in many 
states protecting the patient from disclosure of such confi- 
dential communications in judicial proceedings, except upon 
consent of the patient or by waiver of the privilege of secrecy. 

These statutes recognize that physician and patient do not 
stand on equal terms. The patient may be suffering from 
pain or weakness, may be distracted by it or ignorant of the 
nature or extent of his injury or illness, and may be driven 
by necessity to call in a professional adviser, sometimes with 
little freedom of choice. He may be obliged not only to make 
an explanation of his ailment or injury, but also to submit 
to the more intimate disclosure involved in physical exami- 
nation. The physican, on the other hand, is in full possession 
of his faculties, and of that knowledge which is power. 
Manifestly, the patient occupies, for the time, a dependent 
position. The chief policy of the statutes is to encourage full 
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embarrassing consequences.® 

The patient may waive the objection and permit the phy. 
sician to testify, for the privilege is that of the patient, and 
not of the physician.” If the patient assents the court may, in 
instances, compel the physician to answer, but the physician 
cannot waive the statutory privilege and testify against the 
wishes of his patient.’ The relationship of privilege exists 
only by statute and is subject to change by the particular 
state legislature at its will.® 

It is not necessary in order to create the relation of the 
physician and patient that he should actually treat the 
patient. If he makes an examination, with the patient's 
knowledge and consent, believed to be for the purpose of 
treatment, the relation is created by implication. Under such 
circumstances, it is wholly immaterial what the secret object 
or purpose of the physician was in making it. 

A pedestrian, struck by a taxicab, was taken to a hospital, 
About an hour and a half later a doctor at the hospital 
examined her. He was called as a witness for the taxicab 
owner and asked to describe the patient’s condition, to which 
question her attorney objected. The doctor said he was on 
the staff of the hospital, could go there at any time, but was 
not on service at the time he made the examination. His call 
was made at the request of the taxicab people. No explana- 
tion was given to the patient as to the circumstances which 
brought him there; he went in with the nurse on the floor 
and the doctor in charge of the case, and stated he wanted to 
examine her to learn the extent of her injuries. 

The taxicab owner argued that there was no physician 
and patient relationship which should prevent this doctor 
from testifying; that he was not selected by the patient as 
her physician; that he never attended the patient and did 
not acquire the information for the purpose of prescribing. 

With these contentions the court disagreed. If a physician, 
said the court, were driving along the highway and should 
come upon a traffic accident and render emergency first-aid 
services to an injured and unconscious woman, she would 
not be “his” patient; here, however, the doctor came into the 
hospital room and examined her. No doubt, she took him to 
be a member -of the ho§pital staff, as indeed he was; un- 
known to her, he was not then acting in such capacity. She 


‘submitted to his examination and became his patient. Hence, 


on her side at least, there was that confidence which the 
statute was enacted to protect. 

In the absence of evidence to the contrary, the patient had 
the right to assume that the physician was rightfully there, 
and had the authority to examine and prescribe for her. The 
physician may not afterwards say he was not connected with 
the institution and had no authority to examine or treat her. 
If that can be done, then the privilege accorded the patient 
can be taken from her by trick or fraud.° 


The Common Law Rule 
Under the common law no such doctrine existed. In Eng- 
land, whence our common law emanates, there is no privi- 
lege between physician and patient. All that the physician 
can do, in the English courts, is to protest to the court 
against any voluntary disclosure of professional secrets, but 
he is not considered guilty of any breach of ethics if the law 


b Whatever may be the legal aspect of this difficult and debatable 
point, there still remains in many instances the moral obligation of the 
physician to withhold disclosure of privileged information eve» against 
the patient’s own wishes. Besides the obligations of the physician may 
even involve the obligation of self-preservation. — Editor. 





and frank disclosures by relieving the patient from fear of 








requires him to testify to confidential matters relating to his 


patient. 
Ethically, however, every physician is bound that “what- 


ever, in connection with my professional practice or not in 
connection with it, I see or hear, in the life of men, which 
ought not to be spoken of abroad, I will not divulge, as 
reckoning that all such should be kept secret.” 

Seventeen states still appear to follow the English common 
law. These states are Alabama, Connecticut, Delaware, Flor- 
ida, Georgia, Illinois, Maine, Maryland, Massachusetts, New 
Hampshire, New Jersey, Rhode Island, South Carolina, Ten- 
nessee, Texas, Vermont, and Virginia. 

The effect of the absence of such a statute is illustrated in 
a homicide case in the state of Alabama. The deceased 
woman was shot and her husband was apprehended for the 
murder. Shortly before the shooting, they had gone to con- 
sult 2 physician to determine whether the deceased was 
pregnant, and were advised that she was. The husband 
became angry and refused further to live with her. He 
claimed that he was not criminally responsible at the time 
the fatal shots were fired because he had lost his reason. 

At the trial the doctor was permitted to testify that the 
deceased wanted him to arrest the development of the preg- 
nancy and that the husband consented to it. This testimony 
was challenged by the husband as violating the privileged 
relationship. The court held that the evidence was proper 
since, in the State of Alabama, communications to a physi- 
cian or surgeon by a patient under his charge, or by one 
seeking professional advice, are not privileged.’® 


Growth of Privileged Doctrine 

New York was the first state to adopt the confidential 
communication statute in 1828, which provides that “a per- 
son duly authorized to practice physic or surgery or dentis- 
try, or a professional or registered nurse, shall not be 
allowed to disclose any information which he acquired in 
attending a patient in a professional capacity and which was 
necessary to enable him to act in that capacity, unless where 
the patient is a child under the age of sixteen, the informa- 
tion so acquired indicates that the patient has been the vic- 
tim or subject of a crime, in which case the physician or 
nurse may be required to testify fully in relation thereto 
upon any examination, trial, or other proceeding in which 
the commission of such crime is a subject of inquiry.”"* 

Missouri copied this law in 1835; Wisconsin, Michigan, 
Ohio, Indiana, Minnesota, and Iowa followed. All states west 
of the Mississippi, except Texas, have similar statutes. Only 
the District of Columbia and nine other states east of the 
Mississippi have adopted the statute. Pennsylvania and North 
Carolina have it in an attenuated form. Some states make 
exceptions only in special medical situations, permitting dis- 
closure in all but matters of vital statistics or where it is in 
the interests of justice or in the sound discretion of the 
trial court. 

The principle of sealing the physician’s lips against dis- 
closure has been adopted in one form or another in Alaska, 
Arizona, Arkansas, California, Colorado, Hawaii, Idaho, 
Kansas, Kentucky, Michigan, Missouri, Montana, Nebraska, 
Nevada, New Mexico, North Carolina, North Dakota, Okla- 
homa, Oregon, Philippine Islands, Puerto Rico, South Da- 
kota, Utah, Virgin Islands, Washington, West Virginia, and 
Wyoming. 

In view of the fact that the statutes of the various states 
are far from identical, it is wise to examine the wording of 
the statute in the particular state. Typical of the other stat- 


utes, however, is the Ohio law which states: “The following 
persons shall not testify in certain respects: . . . a physician, 
concerning a communication made to him by his patient in 
that relation, or his advice to his patient; but the . . . physi- 
cian may testify by express consent of the . . . patient; and 
if the . . . patient voluntarily testifies, the : . . physician may 
be compelled to testify on the same subject.”** 

More detailed is the Louisiana act which says: “No physi- 
cian is permitted, whether during or after the termination of 
his employment as such, unless with his patient’s express 
consent, to disclose any communication or the result of any 
investigation made into the patient’s physical or mental con- 
dition, or any opinion based upon such investigation, or any 
information that he may have gotten by reason of his being 
such physician; provided, that the provisions of this article 
shall not apply to any physician who, under the appointment 
of the court, and not by selection of the patient, has made 
investigation into the patient’s physical or mental condition; 
provided, further, that any physician may be cross-examined 
upon the correctness of any certificate issued by him.” 

In North Carolina the statute varies in that “the presid- 
ing judge of a superior court may compel such disclosure if 
in his opinion the same is necessary to a proper administra- 
tion of justice.” North Dakota, Oklahoma, Oregon, and 
Pennsylvania limit the confidential privilege to information 
“which shall tend to blacken the character of a patient.” 


Application to Nurses, Interns, and Attendants 

Unless the statute specifically includes nurses and attend- 
ants in the prohibition, a nurse* is not prevented in law 
from giving testimony as to confidential communications 
learned by her while present and assisting in the care of the 
patient,’* nor does the hospital record come within the pro- 
tection of the privilege.** New York and Arkansas include a 
“professional or registered nurse” in their statutes. 

There are some jurisdictions, however, which claim that 
the nurse assisting in the treatment of the patient stands in 
the same position as the physician or surgeon, and hence is 
included by implication. Another theory applied by the 
courts for holding the nurse to be within the privileged class, 
although not specifically mentioned in the statute, is that a 
professional nurse assisting a physician is an agent of the 
physician and as such stands in the same relation of confi- 
dence to the patient as the principal himself.** A nurse is 
often necessarily present at conversations between the patient 
and the doctor and little good would be served if the lips of 
the doctors were sealed, if the nurse or attendant might 
freely testify to all that was said and done. 

Where the information secured by the nurse is in no way 
connected with the diagnosis of the patient’s condition or his 
treatment, she may testify as to such information. A nurse 
was permitted to tell of a conference, at which she was pres- 
ent, between the doctor and the patient’s father, at which 
time the latter agreed to pay all the charges for an opera- 
tion.’ The rule of privilege does not apply when the nurse 
is not engaged in her function as the assistant or agent of a 
physician.** A public health nurse, not acting as agent of the 
physician and who is not specifically named in the statute 
relating to privileged communications, may testify.** A nurse 
who is neither “professional or registered” may properly give 
testimony of conversations between the doctor, the patient, 
and herself, as to the patient’s condition and its cause.”° 

The prohibition against revealing confidential communi- 


€It should be noted again that the moral obligations of the nurse in 
this and in other matters transcend the legal obligations. — Editor. 


APRIL, 1946 129 

































































cations does not apply to a third person who is present and 
overhears the conversation between the physician and the 
patient. Under such circumstances, some of the cases hold 
that both the physician and the third party may testify, while 
others state that as to the physician the privilege is not 
waived. The privilege is also held to extend to information 
acquired by a partner of the physician attending the patient,” 
as well as to the assistant physicians and surgeons in a hos- 
pital.2* Another view is that what the nurse sees and hears 
while assisting the physician constitutes part of the confi- 
dential knowledge obtained by the physician from the pa- 
tient. The nurse is not bound to secrecy if the information 
obtained by her is not the result of her assistance to the 
doctor.** 

The same statute which declares communications between 
the patient and the physician or nurse as privileged may also 
provide for exceptions to the rule. For example, in the New 
York statute, the relationship cannot be used as a shield by 
a criminal,”* nor does it apply where a child under sixteen 
years of age is the victim of a crime.*® The confidential rela- 
tion in civil cases may be waived by the patient taking the 
witness stand and testifying as to his injuries, thus opening 
the door to having the physician or nurse called to be ques- 
tioned on the subject of his injuries. 

The intern is himself a physician. He is a graduate of a 
medical school with a doctor’s degree, though he may be 
not yet licensed to practice. Part of his duty is to get the 
medical history of the patient; he does the work of a physi- 
cian and, in other respects, relieves the physician of some 
professional duties. Disclosures made to him by the patient 
are equally privileged as those made to the physician in 
charge.”° 

Chiropractors, Pharmacists, Dentists* 

Chiropractors are not physicians under the statute relating 
to privileged communications.”” A prescription clerk may 
be compelled to testify what medicines he has furnished to 
a party to a suit, as he is not a person “duly authorized to 
practice physic or surgery” within the statute.** Dentists are 
not physicians or surgeons within the statute and their testi- 
mony may be admitted in evidence. The terms “dentist” and 
“surgeon” are not interchangeable and a dentist cannot 
be held to be a surgeon within the meaning of the act. 
Although his business as a dentist is a branch of surgery, 
the act relates to those whose business as a whole comes 
within the defintion of “physician” or “surgeon.”*® “What- 
ever may be urged for or against the existence of the privi- 
lege, we can see no good reason for extending it by impli- 
cation or construction.”*° New York State, in 1942, amended 
its statute to include dentists. 


Presence of Third Persons 

When the third person present is not a nurse or attendant, 
communications between a physician and a patient in the 
presence of such third person® generally are not privileged.** 
In some jurisdictions the physician as well as the third party 
may testify to such communications;** thus, a wife present 
at treatments given her husband by his physician can testify 
thereto. Of course, if the third person is present to aid the 
physician, or his presence is necessary as a means of com- 
munication between the physician and the patient, he cannot 
testify.®* 

Other jurisdictions hold that the third person can testify 


4In such cases the moral obligation of secrecy exists, whatever may 
be the legal provisions. — Editor. 

€It should be recalled again that this paper is dealing with /egal 
aspects of professional practice, not with the moral aspects. 
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to the communications, but the physician is still prohibited 
from testifying.** In a New York case, a physician was 
denied the right to testify as to statements made to him by 
the patient in the presence of a third party. When a physi- 
cian enters a house to attend a patient, he is called upon to 
make inquiries not alone of the sick person, but of those 
who are familiar with the facts. Such communications are 
not public because made in the presence of his immediate 
family or those present because of the illness. While those 
present would not be denied the right to testify, the physi- 
cian cannot divulge any information whether acquired by 
someone telling him, by observation, or in any other 
manner.*° 

Where one takes a friend with her to be present during 
an examination by a physician, the mere fact that the friend 
goes into the private examination room and listens to all that 
the doctor says is not of itself an entire waiver of privilege 
by the patient, as the mere presence of a third person is not 
a waiver of the confidential relation between physician and 
patient.*® The partner of a physician is estopped from testify- 
ing to communications made to the attending doctor by the 
patient in the former’s presence.** The presence of a third 
person while a preliminary examination is being made of a 
patient injured in an accident does not prevent the patient 
from objecting to the physician’s testimony as privileged.” 

Convicted of the crime of burglary, the prisoner appealed. 
It appears that he was shot while stealing ground corn from 
the granary of a farmer, but he escaped. He was appre- 
hended the following morning by the sheriff and his deputy. 
There was a bandage on his left leg and he was unable to 
stand. He was taken to a hospital where the sheriff directed 
a doctor to examine him and report on his condition. The 
doctor in answer to a question of the deputy sheriff stated 
that the wounds on the leg were gunshot wounds. This 
statement was made in the presence of the prisoner who, 
nevertheless, denied the nature of the wounds and asserted 
they were scratches caused by barbed wire while assisting 
his son with a stalled truck. 

The question on appeal was whether the testimony of the 
deputy sheriff as to what he observed and the conversation 
between himself, the doctor, and the prisoner at the hospital, 
was admissible or privileged. The court was of the opinion 
that there was no error in admitting these statements because 
the third person present may testify where a conversation 
between a physician and patient takes place in his presence 
and hearing. In fact, where third persons are casually present 
at a meeting of physician and patient, and are known to 
be present, not to assist in treatment, there is no rule of law 
which prevents such third persons from testifying to things 
heard or observed. Where, under such circumstances, it is 
plain that what was said or done was not intended to be 
confidential, even the physician may testify. But even though 
third persons are present, if the patient regards the com- 
munication as confidential, the physician may not testify.** 

It was the contention of a person convicted of a sex crime 
that the court should not have permitted a physician 
attached to the city police force to testify as to an interview 
had with him after his arrest. The interview, he claimed, 
was a privileged communication between physician and 
patient. 

The court held that the claim was not well grounded. The 
physician was not his physician but a psychiatrist employed 
as a member of the police force to “interview all cases 
arrested on sex charges.” A third person, a police officer, was 
present at the interview and, therefore, any communications 





then made could not be considered confidential..Further, the 
daim of privilege as between physician and patient is limited 
to civil cases and is not cognizable in a criminal proceeding.*° 


Non-Privileged Information 

A doctor may testify to the fact that he has been called to 
attend and has attended and treated a patient in a profes- 
sional capacity during a specified period, with the dates of 
attendance. The answers do not relate to any information 
secured by the physician from the patient, but only to facts 
within his own knowledge.** 

When a doctor visits a patient in a hospital to determine 
the extent of his injuries, but not to treat him, he is compe- 
tent to disclose his findings and conversations with the 
patient.** It is quite common, for example, for insurance 
company medical examiners to see patients for the purpose 
of making physical examinations in connection with accident 
daims. In other words, what the doctor observed or heard 
while not attending the patient professionally is not confi- 
dential.“ What the patient tells an ambulance surgeon about 
an accident is not a privileged communication, because such 
information is not necessary for treatment.** The physician 
may be asked whether the information obtained by him was 
necessary for the purposes of treatment.*® He may reveal that 
the patient was ill and was operated upon by him.** If the 
patient calls to see his physician to ascertain what testimony 
the doctor will give at the trial, the ensuing conversation 
is not privileged because the patient’s visit was not for 
treatment.** 

The collision which gave rise to a lawsuit occurred on a 
state highway. Passengers in one car sued the owner and 
driver of the other. There was considerable conflict as to 
how the accident happened and who drove the car, the 
driver contending he had been drinking and remembered 
nothing about the accident or the ensuing events. Along 
with the others, the driver was taken to the hospital, where 
he identified himself without difficulty and stated to one of 
the doctors that he had been operating the car. 

The jury awarded judgment against the driver and owner 
of the second car. An appeal was taken on account of the 
admission of the testimony of the doctor concerning the 
driver. The court held that the proof of the conversation 
was proper, because the information which the driver gave 
was not necessary to enable the doctor to act in that capac- 
ity; the communications related wholly to unprofessional 
matter.** 

Under the Workmen’s Compensation Act a proceeding 
was brought by an injured workman. Among the witnesses 
was a doctor who had been requested by the Industrial Com- 
mission to examine the claimant. The doctor had also made 
a previous examination at the request of the claimant’s own 
attorneys for the purpose of giving an opinion, but not for 
treatment. It was the contention of counsel for the claimant 
that the testimony of the doctor was privileged. 

Since the examination was made, stated the court, not for 
the purpose of treatment, but to enable the physician to tes- 
tify as an expert at the trial, the evidence is not privileged. 
It is therefore to be distinguished from evidence obtained by 
a physician when called on for treatment. 

However, if the physician is the patient’s medical adviser 
and testifies on his behalf, the physician may state what 
conditions he found and how the patient suffered. Under 
such circumstances, the patient is under a strong motive to 
tell the truth, and it is on this ground that such evidence 
1s admitted.*® 


Two persons were injured in an accident and taken to a 
hospital where a doctor took urine specimens to determine 
whether the persons were intoxicated. These specimens were 
sent by the doctor to the State toxicologist. At the trial the 
doctor was permitted to testify as to the taking of the urine 
specimens and the State toxicologist to testify as to the 
alcoholic content of the urine. Here the mere fact of the 
taking of specimens of urine is not a privileged communica- 
tion; the analysis of the contents by another physician who 
had no relationship to the patient did not render the find- 
ings privileged.*° 

Time for Objection 

The proper time to object to testimony of a physician or 
to the introduction of hospital records as violating the confi- 
dential relationship is when the information is offered in 
evidence. 

At the trial of one case, the custodian of the hospital 
records testified that she searched for the record of the 
insured and was unable to find it, but that she discovered 
an index card showing the date of admission to the hospital, 
age, and address. On objection of the husband of the insured 
that any information in the card bearing upon treatment of 
the insured was a confidential communication, the court 
excluded the card, but the custodian’s testimony was allowed 
to remain. 

The doctor who made out the proof of loss stated on 
behalf of the husband that the information was based upon 
the hospital record and on the autopsy findings. On cross- 
examination the doctor testified as to other confidential mat- 
ter, all without objection from the husband. The jury 
returned a verdict in favor of the insurance company. 

The husband appealed; the testimony of the record cus- 
todian concerning the index cards was questioned on the 
ground that the evidence disclosed privileged matter. The 
court held that issue could not be raised on appeal for the 
first time: the objection should have been made at the trial. 
Likewise, the evidence brought out on cross-examination of 
the doctor was not objected to at the trial and therefore 
could not be advanced on appeal.** 


Records Distinguished from Testimony 

Some courts hold that the testimony of a physician is a 
confidential communication but the hospital record is not. 
For example, the Pennsylvania rule is that the history of a 
hospitalized patient is admissible in evidence but that the 
physicians and surgeons may not testify in civil cases to com- 
munications made to them by their patients which tend to 
blacken the patient’s character.°* In a Louisiana case, the 
court refused to sustain the contention that hospital records 
are privileged communications between doctor and patient.** 
Hospital records are not privileged in Ohio since they are 
public records.** 

On the other hand, in Missouri, the rule is that, since a 
hospital physician is not competent to testify under the stat- 
ute as to what he learned of a patient’s condition while so 
attending him, the hospital record also, in which such phy- 
sician had kept the diagnosis of the case, is privileged and 
not admissible in evidence.®* Under Missouri law, the privi- 
lege of an attending physician has been held to go only to 
that testimony or information acquired by him in his capac- 
ity as attending physician, and he is not disqualified as a 
witness and many testify to information acquired by him in 
his unprivileged capacity.*° 

In Florida, the common law is still in force, so that a 
hospital record, when properly identified and otherwise ad- 
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missible, is without privilege.*’ Mississippi holds that the 
privileged communications statute does not apply to cases 


. where the law itself requires the disclosure of the condition 


of patients.”* 

A “substantial interest,” where no statute to the contrary 
exists, may be sufficient to entitle a person to secure the 
information contained in the records. Ordinarily, such per- 
sons are close members of a patient’s family; persons who 
are charged with negligence resulting in the injuries to the 
patient for which they may be held liable; employers who 
are charged with the obligation of paying compensation to 
injured employees; health and accident companies that have 
insured the patient; life insurance companies that have in- 
sured the life of a patient. After the death of the patient 
these various parties may, under certain circumstances, have 
a sufficient interest to entitle them to obtain the information. 


Opinions of Mental Condition 

A physician is permitted to testify as to the mental capaciy 
of a patient where the information was not acquired in 
connection with treatment. 

An action was brought to set aside a deed executed by the 
deceased, on the ground’ of mental incapacity and undue 
influence. A doctor who said he had known the deceased 
for 15 or 20 years and was his physician stated that the 
deceased was mentally sound and capable of managing his 
affairs. Over the objection that it was a privileged communi- 
cation between patient and physician, this witness was per- 
mitted to testify that in 1936 deceased told him that one of 
the heirs was “always a good boy and he always stays with 
me and he always helps me and is going to get the farm.” 
The court held there was no error in allowing the doctor to 
testify as to the statements made by the deceased and his 
opinion of the decedent’s mental condition. The doctor did 
not testify as to any information acquired in his capacity as 
the physician of the deceased in connection with treatment, 
but only to facts observed and learned by him in a non- 
professional role.*® 


Sanity Examinations of Accused Persons 

The relation of physician to patient does not exist where 
the physician is appointed by the court pursuant to statute 
to inquire into the sanity of a person accused of crime, 
and no law prohibits the disclosure of the results of the 
examination. 

Four homicides were definitely proved to have been com- 
mitted by one who freely admitted that he perpetrated them. 
His only defense was that he was insane at the time the 
homicides were committed. A specialist in nervous and 
mental diseases testified as to examining defendant’s 
family history and about the acts and experiences of the 
defendant on the day of the crimes. The doctor found him 
suffering from dementia praecox. Another doctor, appointed 
by the court to examine the defendant and report his condi- 
tion at the time of trial, was of the opinion he was sane. 
On inquiry by the doctor, the defendant had made certain 
statements; the doctor told the defendant that his statements 
would not be disclosed unless the court should so order. 

The defendant argued that the court should not have 
received the testimony of this examiner as to his sanity. This 
argument was not accepted by the court, which concluded 
that the statute prohibits only disclosures of a patient made 
to a physician to enable the physician to serve him 
professionally.®° 
The accused, in one case, was charged with murder. He 
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defended on the ground of insanity. On the witness stand, 
he was questioned by the district attorney about statements 
which he had made while under examination at an insane 
hospital. The information on which the questions were 
based was furnished to the district attorney by the physician 
at the hospital. This physician called by the defendant as a 
witness was also interrogated by the district attorney con. 
cerning these statements made at the hospital by the defend. 
ant. No privilege was held to exist as respects the testimony 
of the physician of his findings at the insane hospital.* 


Insurance Proofs of Disability 

Ordinarily, statements of a physician furnished by the 
beneficiary of a policy as a part of the proofs of death or fur- 
nished by the insured as a part of the proofs of disability are 
admissible in evidence; they do not arise out of the confiden- 
tial relation existing between the physician and his patient, 

The insurance company which issued a policy of life and 
disability insurance brought an action to cancel the policy, 
The application upon which it was issued stated the health 
of the man was good and that his last sickness was a com- 
mon cold; that he had no physical or mental defect or 
infirmity and had never had syphilis or spinal disease. Such 
declarations, the company charged, were falsely and fraudu- 
lently made, and the policy therefore should be cancelled, 
Beneficiary of the policy was the wife. 

The policyholder had become insane and was committed 
to a state hospital. Proof of disability presented by the wife 
was made out in question and answer form on printed 
blanks furnished by the company. One of these papers was 
a statement purporting to have been made and signed by the 
insured but was in fact made out and signed by the wife 
with his name. Another paper was made out by the attend- 
ing physician, and a further one by another attending phy- 
sician. The two doctors’ certificates indicated the cause of 
the disability was syphilis, cerebral and spinal; the final 
diagnosis was paresis due to syphilis. The third certificate 
was made out by the medical superintendent of the state 
hospital, who verified the history and gave the same 
diagnosis. 

These papers were offefed in evidence by the insurance 
company, but were excluded by the court on objection of 
the committee of the insured. An appeal was taken by the 
company which claimed the certificates of the physicians 
should not have been excluded. The court sustained the 
exclusion; the certificates were made and furnished by the 
insured’s wife. He did not authorize the making of the 
proofs and knew nothing of them. He was at the time insane 
and confined and was incapacitated to authorize proofs to be 
made. While the statements constitute admissions on the 
part of the wife, who is the beneficiary named in the policy, 
the statements did not bind the husband.*** 


Insurance Proofs of Death 

The rule excluding communications between physician 
and patient may not be invoked as against statements made 
by the physician in proofs of death furnished to the insurer. 
Such statement is admitted in evidence as an admission of 
the beneficiary, not as testimony of the physician. 

As beneficiary of a policy of life insurance issued to the 
wife, the husband sued the insurance company which had 
refused payment. The policy had been allowed to lapse, but 
was reinstated on the application of the wife in which she 
claimed she was in sound health and had had no injury oF 
illness and had consulted no physician since the issuance of 












the policy. Proof of death submitted by the husband showed 
that the wife had died of general peritonitis resulting from 
tubo-ovarian abscess of four months’ duration. The husband 
was held bound by the answers given by the physician.* 


The Rule in Criminal Cases 

The rule of privilege is applicable to criminal cases except 
as otherwise provided by statute. It is generally understood 
by the courts that the prohibition against disclosure of con- 
fidential communications does not apply to criminal prose- 
cutions for the death of a patient.** In a criminal prosecution, 
therefore, the defendant has no right to object to the testi- 
mony of a physician concerning the victim on the ground 
of privileged communication.‘ 

In one criminal prosecution for causing the death of a 
woman by an abortion, the physician who attended the 
deceased was permitted to testify as to his findings. It was 
held that the rule of privileged communications was not 
intended to shield one charged with an unlawful act. “The 
statute cannot be so construed as to permit a party charged 
with crime to invoke it as a weapon of defense in his own 


favor, instead of it being used as a protection to his 
victim.”** 

If in a civil case the patieht’s representatives may waive 
the prohibition, there is no good reason for saying that in a 
criminal one the prohibition is absolute.** Were it otherwise, 
it would be extremely difficult, if not impossible, in most 
cases of murder by poisoning, to convict the murderer.®* 

Where the victim is also a party to the crime, as, for 
example, if the victim had consented to and survived an 
abortion, the testimony of the physician who attended her 
is inadmissible under the rule of privileged communica- 
tions.°’ The mother’s status as a patient takes precedence 
over her status as a participant in crime. Such confidential 
communications from the patient to the physician would be 
admissible, however, under the statute, not only when they 
tend to prove the crime of murder, but also when they tend 
to disprove it.®* 

If the victim is alive and the state is prosecuting the one 
charged with assault with intent to murder, instead of mur- 
der, clearly the person assaulted may take the witness stand 
and testify about the matter, and can introduce the physician 
who attended him to show the nature and character of the 
wound. The person on trial cannot object to the evidence 
because it is not made incompetent and because he has no 
kind of privilege or protection afforded by the statute. As to 
him, the evidence is competent and admissible, and no right 
of his is violated by the admission of the evidence.®° 

The question was presented in a New York case as to 
whether or not a defendant who had shot another person 
may avail himself of the statute so as to seal the lips of the 
physician unless the injured person waives the provisions of 
the law. Such a construction, it was said, “would operate to 
convert a statutory provision protecting a patient from a 
damaging or objectionable disclosure, into a protection for a 
person on trial for the murder of the patient. Any other view 
certainly permits the gangster, or any other criminal, to seal 
the lips of physicians who attend the criminal’s victim 
whenever sufficient pressure is brought upon the victim to 
induce him or her to refuse to waive the privilege.””° 

A specific exception of the privileged status of confidential 
communications is made in the New York statute. Where 
the patient is under the age of sixteen and the information 


‘Ethical considerations should be given proper weight in these 
mstances as in so many others mentioned in this paper. 


acquired indicates that the patient has been the victim of a 
crime, the physician may be required to testify fully in rela- 
tion thereto when the commission of such crime is a subject 
of inquiry." The testimony of a county physician as to his 
examination of one accused of rape was held to be competent 
evidence. The accused had voluntarily submitted to an ex- 
amination by the county physician after being arrested for 
the offense. The court held that the physician could testify 
because he had examined the accused for the specific pur- 
pose of qualifying as a witness, that at no time did the confi- 
dential relationship of physician and patient exist."* 

Testimony was given by a physician in a prosecution for 
incest that when he operated on the complainant for appen- 
dicitis, the defendant asked if the complainant was pregnant. 
The doctor answered that he did not know and had no rea- 
son to believe that she was. The communication to and by 
the physician was held not to be privileged.”* 

The accused was charged with homicide. Two doctors 
who represented the prosecution and two other doctors rep- 
resenting the accused participated in the mental examination. 
“Defendant took no ailment or complaint to them as his 
doctors. Defendant was told the circumstances of the exami- 
nation and was warned against making statements that 
might be to his detriment.” The statements of the accused at 
the sanity examinations were permitted in evidence as not 
privileged.** 

It has been held to be error for the court, where a motorist 
was accused of homicide, to permit a physician who treated 
the motorist after the accident, and the nurse who assisted 
the physician, to testify his breath smelled of liquor or that 
he was under the influence of liquor at the time he was 
brought to the hospital for treatment.”® 


Autopsy Findings 

Ordinarily, no privilege attaches to information obtained 
by a physician in performing an autopsy.”* This rule repre- 
sents the weight of authority. A dead man is not a patient 
capable of sustaining the relation of confidence toward his 
physician.”* * The testimony of the physician as to the cause 
of death is not privileged, where he had never attended or 
known the deceased in his lifetime.’* A physician therefore 
employed by an insurance company might properly testify 
as to facts learned in the performance of an autopsy upon 
the corpse of an insured.’® In an action on a life policy 
issued without medical examination, wherein the defense 
was based on false representations in the policy application, 
a physician who was present at the autopsy held to ascertain 
the cause of the insured’s death was competent to give his 
opinion of the cause of the insured’s death based upon obser- 
vation made by the physician at the autopsy, since the rela- 
tion of physician and patient no longer existed.*° 

The physician who treated the patient is limited to testi- 
fying as to autopsy findings only if he performed one,** 
when the findings can be segregated by the physician from 
information which he received as an attending physician.** 
A contrary view is taken in a Michigan case where it has 
been held that if the physician who made the autopsy had 
attended the patient up to time of death he could not testify 
as to his autopsy findings, because the autopsy was facilitated 
by knowledge acquired by the physician in his treatment of 
the deceased during her lifetime.8* Where an autopsy was 
performed at the hospital in which the patient had been 


Charity may impose serious obligations of secrecy upon those 
attending an autopsy. 
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under treatment for some time prior to her death, by a phy- 
sician who had never treated the patient, but who was con- 
nected with the hospital, it was held the autopsy facts were 
privileged. The court said that the hospital cannot imme- 
diately rush the body to the morgue and that the hospital 
physician performing the necropsy stands in the shoes of the 
attending physician in such circumstances.** The same court 
in a more recent case held that the disclosure of autopsy 
facts in such a case is not forbidden.* 

It is, therefore, the rule that the findings at autopsy of 
the pathologist and his report are not confidential communi- 
cations because the information was not obtained in the 
treatment of the patient.8® The observations which are re- 
corded should be kept inviolate unless there is reason to give 
the information to members of the family or to the civil or 
criminal authorities. 

In a criminal prosecution, an order was sought by the 
attorney for a person accused of homicide for an inspection 
of the autopsy report of the victim. The Chief Medical 
Examiner found evidence of criminality and delivered the 
autopsy record to the District Attorney. The statute in ques- 
tion stated that “such records shall not be open to public 
inspection.” The trial court said it lacked the power to 
require a prosecutor to reveal to a defendant awaiting trial 
the contents of written statements as to a postmortem pre- 
pared by the medical examiner.** 

Whenever the privilege against the disclosure of communi- 
cations between persons standing in a given relation is 
asserted, four fundamental conditions are required: (1) The 
communications must originate in a confidence that they 
will not be disclosed; (2) this element of confidentiality 
must be essential to the full and satisfactory maintenance of 
the relation between the parties; (3) the relation must be 
one which in the opinion of the community ought to be 
sedulously. fostered; (4) the injury that would inure to the 
relation by the disclosure of the communication must be 
greater than the benefit thereby gained for the correct dis- 
posal of the litigation.** 


Where Privilege Does Not Exist 

In states which have no privileged communications stat- 
utes, a physician need not refrain from disclosing such com- 
munications under proper circumstances. There is a “quali- 
fied privilege” under certain circumstances which permits 
communications to be made to third parties who have an 
interest in the subject matter if the information is given in 
good faith, with reason to believe that these communications 
are true, and without any malice toward the person affected. 
In such case only a person having a real interest in the infor- 
mation to be disclosed has a right to it. The public authori- 
ties and, particularly, those enforcing the criminal law have 
the right to such information if it pertains to a boua fide 
investigation. 

Sometimes the testimony of the physician is admitted 
because of the “necessity of the situation” and may be lim- 
ited to such statements as relate to the present pain and 
symptoms expressed by the patient, as well as the findings 
of the attending physician. 

A widow prosecuted a claim for payment of death benefits 
under the Workmen’s Compensation Law. Deceased ap- 
peared to have suffered a strain. A doctor had been called 
to the home of the deceased when he took sick and the 
patient was examined, the doctor asking many questions. 
This physician testified he first treated the deceased for a 
boil and then for a back injury; that because of such back 
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injury he took a urine test and found blood in the specimen, 
An operation was performed which revealed nothing that 
was expected. The wound was closed without anything 
being done. The autopsy showed a swelling in the region 
of the right lumbar muscles in the back anterior; a very large 
abscess with a great amount of pus was found. Cause of 
death was found to be septicemia, miliary abscesses of left 
kidney; psoas abscess (cause undetermined). 

The court said that declarations made to an attending 
physician are admissible when they relate to the part of the 
body injured, suffering, symptoms, and the like, but gener. 
ally are not admissible if they relate to the cause of the 
injury. In the instant case, the complaints, exclamations and 
expressions of the deceased to the doctors, which included 
the expression that he was injured lifting a box of glass, are 
admissible not only out of necessity, but also for the reason 
that such statement was proper to enable the physician to 
better understand the illness, was part of the description of 
his injury and was inseparable from the deceased’s com- 
plaints. “If the declarations or statements are descriptive of 
or characterized a present pain, suffering, or symptoms, they 
are admissible to whomsoever made.”*® 


Vital Statistics Records 

The collection and tabulation of vital statistics is one of 
the functions which the state delegates to the local health 
departments. Vital statistics include reports of births, mar- 
riages, and deaths. Original certificates of birth and death 
on file in State departments of health, as a rule, are not open 
to public inspection. Access to them for any purpose, even 
for legitimate scientific research, must be authorized. The 
publication of vital statistics reports and tabulations does not 
divulge the identity of individuals. The State registrar, before 
issuing a certified copy of any certificate, must be satisfied 
that the person applying has a legitimate right to it. All 
answers to queries in regard to incorrect or incomplete 
certificates are likewise confidential. 

Before accepting them for filing, it is ‘the duty of local 
registrars to review certificates and to secure from physicians 
and others responsible for preparing original certificates cor- 
rection of apparent inaccuracies and missing information.” 

In Kentucky, where there is no confidential communica- 
tions statute, the only information which is privileged is that 
reported to the Bureau of Vital Statistics.** In part, the 
statute provides for the immediate registration of all births 
and deaths in the state.®* 


Public Health Records 

Records of disease, in general, are regarded as adminis- 
trative or departmental records, which may be kept confi- 
dential in the interests of the public.® It is against public 
policy to permit the records of the Department of Health of 
the City of New York to be produced in court at the request 
of a litigant, even though such records may be necessary to 
establish the issues in the lawsuit. Not even so much as the 
dates when the patient received treatment, the dates of 
admission and discharge, or the names of physicians can be 
disclosed in such cases.** The reason is that dispensary records 
of cases of pulmonary tuberculosis and contagious diseases are 
not open to inspection by the public or to any person other 
than representatives of the Department of Health of the City 
of New York and such persons as may be authorized by law 
to inspect such records.®* Parties to a lawsuit are not con 
sidered “persons interested in the record” or who are author- 
ized by law to require production of such records.”° 








The Board of Health is permitted by law to establish rea- 
sonable regulations as to the publicity of any records of the 
Department of Health. Under this authority the courts have 
sustained the right of the department to refuse to disclose 
typhoid records.*” Another case, however, holds to the con- 
trary. Certain records kept by the Commissioner of Health 
of a county were called for by subpoena duces tecum in 
connection with an action for damages arising from the 
death of a person from typhoid fever. The complaint alleged 
that the fatal bacillus was transmitted to the deceased by an 
employee of a certain hotel where the decedent had been a 
guest. The purpose was to establish that the employee was 
a known “typhoid carrier.” 

The court held that no privilege attaches to these records 
as the public policy of the State confers no such privilege. 
Here the statutes point the other way and seem to require 
that records of suspected or known typhoid carriers be made 
available. The law requires local health officers to keep the 
State Health Department informed of the names, ages, and 
addresses of known or suspected typhoid carriers, to furnish 
to the department necessary specimens for laboratory exami- 
nation in such cases, to inform the carriers and members of 
his household of the situatign, and to prohibit the carrier 
or suspect from handling food which is to be consumed by 
persons other than members of his own household. Hidden 
in the files of the health office, the record serves no public 
purpose except a bare statistical one. Made available to 
those with a legitimate ground for inquiry, it is effective to 
check the spread of the disease. It would be worse than 
useless to keep secret an order by a public officer that a 
certain typhoid carrier must not handle foods which are to 
be served to the public. 

Moreover, the information in the Health Commissioner’s 
file concerning the typhoid carrier was not acquired by the 
Health Commissioner “in attending a patient in a profes- 
sional capacity” nor was the information “necessary to enable 
him to act in that capacity.” Exception is made in the case 
of tuberculosis and three other diseases that “shall not be 
divulged or made public.”®* 

Whether or not vital statistics or a particular disease is 
made privileged depends on the state statute. In an action 
on a life insurance policy the defense was that the insured 
was suffering from tuberculosis at the time the application 
was made and the policy delivered. Certified copies of the 
records of the state health department officer showing the 
findings of the state health department on examination of 
the sputum of the insured, and the report of a physician 
concerning the insured, were held admissible in evidence.® 

Another case has also held that it was improper for the 
trial court to refuse to permit the carrier to introduce in 
evidence a certified copy of the State Health Department 
record to show that the assured had been afflicted with tuber- 
culosis at the time application was made for the policy. The 
certified copy was ruled to be competent prima facie evi- 
dence of the matters contained therein.?°° 


Unauthorized Disclosures 

A physician may be held answerable in damages for in- 
juries resulting to his patient from a wrongful disclosure on 
the witness stand of confidential information. However, a 
physician is not liable for disclosing on the witness stand 
information gained professionally if the testimony was ad- 
missible in the case and was relevant and pertinent to the 
issues, or if it was admitted by the court over objections 
made to its admissibility.1°* 


A patient brought an action against a physician for be- 
trayal of professional confidence and duty of secrecy. The 
physician had examined the patient and found him to be 
suffering from a contagious venereal disease. Feeling that the 
patient was a menace to others living in the same boarding 
house, the physician suggested to the patient that he move. 
Upon the failure of the patient to leave the premises, the 
physician notified the proprietor of the nature of the disease; 
the owner then compelled the patient to get out. 

Although the patient actually was not afflicted with a 
venereal disease, and the physician had made unauthorized 
disclosures to the proprietor, the court held that the informa- 
tion was not privileged. Though the information was confi- 
dential, it was subject to the qualification that if the disease 
was so contagious as likely to infect others in close proximity, 
the physician would be under a public duty to make such 
disclosure as would prevent spread of the disease. In such 
circumstances, if the physician acts in good faith, without 
malice, he is not liable for revealing the information even 
though he had made a wrong diagnosis. This case, the court 
remarked, was a novel one and, ordinarily, under the statute, 
“a positive duty is imposed upon the physician, both for the 
benefit and advantage of the patient as well as in the interest 
of general public policy.” A wrongful breach of such confi- 
dence, and a betrayal of such trust, would give rise to 
a civil action for damages naturally flowing from such 
wrong.?°? 

There are other Instances where the physician, as a matter 
of public policy, cannot be bound by the injunction of 
silence. He is justified in reporting certain contagious dis- 
eases, violent injuries such as gunshot wounds, opthalmia 
neonatorum, stillbirths, deaths and their causes. An action 
is recorded of a patient against a physician arising from an 
erroneous diagnosis of smallpox, which caused the patient 


to be confined to the smallpox ward of the quarantine hos- 
pital. The jury found in favor of the physician, because they 
believed that the physician did what was proper in the case 
of a dangerous, infectious, communicable disease; that the 
physical evidence indicated to him, although mistakenly, 
that the patient was afflicted with such disease; that the 
physician was bound to report the facts to the public health 


authorities.’°° 

Responsibility of Administrator 

A recent case against the medical superintendent of a 
public hospital poses a number of interesting questions on 
the liability of a hospital administrator or record librarian for 
the unauthorized disclosure of hospital record information. 

While a patient was examining her own record in‘a state 
mental hospital she discovered a letter from a_ physician- 
member of the board of visitors requesting the medical 
superintendent of the hospital to send him a summary of 
her case. The information was for a lawyer who claimed 
that the patient was suing his partner’s estate. In reply the 
superintendent enclosed a summary statement showing the 
chronological incidents of the patient’s sojourn in the hos- 
pital, her personal history, the nature of her mental and 
physical ailments, the diagnosis and treatment prescribed, 
and similar pertinent facts. There was nothing to indicate, 
however, that the information was communicated by the 
physician to the lawyer. 

Thereafter, the patient instituted an action against the 
medical superintendent for a violation of the Mental Hy- 
giene Law, a violation of the statute prohibiting disclosure 
of confidential information, and for libel. A motion was 
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made by the medical superintendent to dismiss the three 
causes of action in the complaint, or, in the alternative, to 
strike out certain of the allegations. 

Granting part of the motion, the court held that where 
a statutory duty is violated, the patient is entitled to redress; 
for, where a positive duty is imposed by law, a breach of 
that duty will give rise to a cause of action for damages. 

The Mental Hygiene Law provides that it is the duty of 
one in charge ef the hospital, to make, or cause to be made, 
a descriptive case record of the mental state, bodily condi- 
tion, and medical treatment of each patient. Except on con- 
sent of the Commissioner of Mental Hygiene or an order of 
the court, “such record shall be accessible only to the director 
and such officers or subordinates of the institution as he may 
designate and to the Commissioner and his representatives.” 

This statute makes the case records privileged communi- 
cations. Its primary purpose, said the court, is to prevent 
officials of the mental institutions from disclosing informa- 
tion imparted for the purpose of care and treatment, and 
thus save patients from humiliation, embarrassment, and 
disgrace. The complaint therefore set forth a valid first cause 
of action for violation of the statutory duty under the Mental 
Hygiene Law. 

However, the second cause of action based on the statute 
which forbids physicians from disclosing information ac- 
quired in a professional capacity, had no application to the 
present case. That statute applies only where the relation of 
physician and patient exists. There was no such relationship 
between the patient and the superintendent. Hence, the sec- 
ond cause of action was dismissed. The third cause of action 
for libel was stricken out because the claim was barred by 
the one-year statute of limitations. This action should have 
been commenced within one year after the sending of the 
letter disclosing the information contained in the record.’ 
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ARMSTRONG X-4 PORTABLE BABY INCUBATOR 


The Armstrong X-4 Baby 
Incubator is the only Baby In- 
cubator tested and approved 
by Underwriters’ Labora- 
tories for use with oxygen. 





* 

1. Low cost 

2. Underwriter approvea 

3. Simple to operate 

4. Only 1 control dial 

5. Safe, low-cost, heat 

6. Easy to clean 

7. Quiet and easy to move 

8. Ball-bearing, soft rubber casters 

9. Fireproof construction 
10. Excellent oxygen tent 
11. Welded steel construction 
12. 3-ply safety glass 
13. Full length view of baby 
14, Simple outside oxygen 

connection 
15. Night light over control 
16. Both F. and C. thermometer 
scales 
17. Safe locking ventilator 
18. Low operating cost 
19. Automatic control 
20. No special service parts 
21. Safety locked top lid 
* 





a hundred voluntary repeat orders 
have been received. It is now in use 
in 46 States as well as in Canada and 
Latin America. More and more it is 


N offering you the Armstrong X-4 
Portable Baby Incubator we stand 
firmly on the principle that we must 
provide a SAFE Baby Incubator, a 


LOW COST Baby Incubator and a 
SIMPLE Baby Incubator. That we 
have succeeded is evidenced by the 
fact that in less than a year, close to 


being used, not only for the pre- 
mature baby, but for any debilitated 
or under weight term baby. We 
sincerely believe you will like it. 


If you will write us we will gladly mail you a descriptive bulletin. No sales- 
man will call on you for the Armstrong Incubator must be fine enough and low 
enough in cost to sell itself. We believe wise supervision will appreciate this. 





Exclusive Manufacturers and Sole Distributor in the United States 


THE GORDON ARMSTRONG COMPANY 
Division JJ-1 + Bulkley Building +* Cleveland 15, Ohio 


Distributed in Canada by INGRAM & BELL, LTD. - TORONTO « MONTREAL » WINNIPEG +» CALGARY + VANCOUVER 
Distributed in Latin America by GENERAL ELECTRIC MEDICAL PRODUCTS CO. - cHicaGo 3, ILLINOIS 
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Hospital Activities 


NATIONAL HOSPITAL DAY 1946 

Adopting as their slogan The Hos- 
pital — Your Hope for Health, hospi- 
tals all over the nation will celebrate 
National Hospital Day 1946 on May 
12. Having weathered the strain of 
wartime operation, hospitals now face 
the most tremendous task in their his- 
tory — that of supplying adequate care 
and adequate facilities to a patient load 
larger than it has ever before been 
called upon to handle. 

During 1943, hospitals experienced 
an increase in total number of patient 
days of hospital care proportionate to 
the 15-per-cent increase of 1944 over 
those supplied in 1943. “This does not 
mean that more people have been ill,” 
stated Dr. Peter D. Ward, president of 
the American Hospital Association, 
“but simply that the public has become 
more hospital minded. Also, the bene- 
fits of Blue Cross have made hospital 
care available to more people. As pre- 
ventive medicine has come of age, the 
hospital no longer signifies a place for 
final and drastic measures; rather it is 
a place for health protection, where 
minor as well as major ailments may 
find alleviation. 

“This increased interest in and ap- 
preciation of hospital care is due 
largely to the progress of medical 
science in the control of disease —- 
progress that has given the American 
people the most effective medical and 
hospital care ever offered to a group of 
comparable size — progress that has in 


Forty-Nine Student Nurses Who Received Their Caps at St. Mary’s School of Nursing, 
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the past 150 years almost doubled the 
average number of years a man may 
expect to live. 

“It is fitting that on May 12, 125 
years since the birth of Florence Night- 
ingale, founder of many of our modern 
hospital practices, we take stock of the 
challenge facing our hospitals and their 
response. Voluntary hospitals, repre- 
senting two thirds of the value in assets 
of all general hospitals in the country, 
have pioneered in construction plan- 
ning which will constitute a consider- 
able step toward satisfying present de- 
mands. The inauguration of hospital 
surveys, licensing systems, increased 
availability of prepaid hospital insur- 
ance, the trend toward establishment 
of health centers and medical insurance 
—all indicate that on this National 
Hospital Day, hospitals merit the con- 
fidence and support of the public.” 


TUBERCULOSIS NURSING 
SCHOLARSHIP 

A $10,000 grant for a scholarship 
fund to prepare nurses for teaching 
and supervisory positions in tubercu- 
losis nursing has been made to the 
National Organization for Public 
Health Nursing by the National 
Tuberculosis Association, it has been 
announced by Dr. Kendall Emerson. 

Applications will be reviewed by a 
tuberculosis nursing scholarship com- 
mittee set up for this purpose with 
Miss Alta E. Dines, director, division 
of education nursing, Community Serv- 
ice Society of New York, as chairman. 


Requests for a scholarship will be ac. 
cepted until May 31 from any nurse 
interested in tuberculosis, but in mak. 
ing the awards preference will be 
given, according to Miss Dines, to 
nurses with experience in tuberculosis 
nursing and supervision. Applications 
should be sent to Mrs. Louise Lincoln 
Cady, tuberculosis consultant, National 
Organization for Public Health Nurs. 
ing, 1790 Broadway, New York 19, 
N. Y. 


VOCATIONAL REHABILITATION 
MEETING 


The national advisory council to the 
Federal Office of Vocational Rehabilj- 
tation, composed of leaders in business, 
industry, labor, medicine, education, 
services to the blind, social welfare, and 
others whose interests are closely re 
lated to the problems of the civilian 
disabled, met in Washington, D. C, 
April 15 and 16. 

Michael J. Shortley, director of the 
Office of Vocational Rehabilitation, 
presided at the conference which has 
as its aim the co-ordination of related 
programs and formulation of closer 
working agreements between OVR, its 
state affiliates, and voluntary organiza- 
tions concerned with job adjustment of 
physically and mentally handicapped 
persons. Watson B. Miller, administra- 
tor of the Federal Security Agency, of 
which OVR is a unit, opened the 
meeting. 

Shortley estimates that, as of today, 
there are in the United States at least 
1,500,000 men and women of working 
age who are prevented from working 


(Continued on page 38A) 
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...a Umely consideration 


The 


AMERICAN—1075 
OPERATING TABLE 


...for the first time... 
affords these two out- 
standing advantages- 





Firat The positioning of the pa- 
tient in an infinite number of dif- 
ferent surgical postures while safely 
immobilized under the anesthetic. 


Second! te positioning of the 


patient in such convenient relation 
to the operating surgeon that he 
may work comfortably and without 
undue fatigue while sitting or stand- 
ing during the operation. 








Note—The surgical light, illus- 
trated, is another American 
product of superior design and 
quality. 
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for descriptive literature 
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AMERICAN STERILIZER 
COMPANY 


Erie, Pennsylvania 


DESIGNERS AND MANUFACTURERS OF SURGICAL STERILIZERS, TABLES AND LIGHTS 
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$-2637 University eile seis and Operating Table 
OBSTETRICIANS and SURGEONS 
APPROVE the EFFICIENCY of THIS 


Shamper*() B TABLE 


*% SO EASY TO ADJUST. 
section top, mounted on hydraulic base, con- 
trolled by a single foot lever which raises and 


lowers table top. 


*% HEAD-END CONTROL . 
operating positions on head section ma 
obtained with ease by the anesthetist wit «thn 
leaving head end of table. 


% SPECIAL DELIVERY CRUTCHES ... 
Designed to remove pressure from bottom of 
thigh and knee of patient—are optional 


accessory. 


*% WRITE FOR our latest bulletin or complete 


catalog. 


Sold by your surgical or hospital supply dealer 


SHAMPAINE CO. 


ST. LOUIS 
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or from improving their present job 
status because of impairments resulting 
from illness, accident, or other causes. 

The National Advisory Council to 
the Office of Vocational Rehabilitation 
was forced to suspend its meetings 
during the war because of the drain on 
transportation and hotel facilities. 
Members are: 

Jay Hormel, president of George A. 
Hormel Co., Austin, Minn.; Dr. 
George D. Stoddard, president of the 
University of Illinois, Urbana; Mgr. 
John O’Grady, secretary of the Na- 
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tional Conference of Catholic Charities, 
Washington, D. C.; Clinton S. Golden, 
assistant to the president of the United 
Steel Workers of America (CIO), 
Washington, D. C.; Dr. A. W. Dent, 
president of Dillard University, New 
Orleans. 

Stanwood L. Hanson, assistant vice- 
president of the Liberty Mutual Insur- 
ance Co.; Boston; Tom L. Anderson, 
California Bureau of Vocational Re- 
habilitation, San Francisco; Claud M. 
Andrews, director of Vocational Re- 
habilitation, Tallahassee, Florida; Rev. 
John J. Bingham, director, Division of 
Health, Catholic Charities, 33 East 51st 
St., New York City. 

Dr. Roma Cheek, executive secre- 


tary, Commission for the Blind, Ral- 
eigh, North Carolina; Henry C. Iler, 
Labor Relations Consultant, American 
Federation of Labor, 113 West Wood- 
bine St., Chevy Chase, Md.; Dr. Ken- 
dall Emerson, managing director, Na- 
tional Tuberculosis Association, 1790 
Broadway, New York City; W. F, 
Faulkes, chairman, State Rehabilitation 
Advisory Council, Madison, Wiscon- 
sin; Dr. M. E. Frampton, New York 
Institute for the Instruction of the 
Blind, New York City. 

Miss Bell Greve, executive secretary, 
Cleveland Association for Crippled and 
Disabled, Cleveland, Ohio; E. Jay 
Howenstein, executive secretary, Na- 
tional Society for Crippled Children, 
Elyria, Ohio; Robert Irwin, American 
Foundation for the Blind, 15 West 
16th Street, New York City. 

Miss Anna Kempshall, director, 
Family Service, 105 East 22nd Street, 
New York City; Howard Russell, di- 
rector, American Public Welfare Asso- 
ciation, Chicago; Dr. Carl M. Peterson, 
secretary, council on industrial health, 
American Medical Association, 535 
North Dearborn St., Chicago; Dr. 
Donald C. Smelzer, president, Ameri- 
can Hospital Association, Germantown 
Dispensary and Hospital, Philadelphia; 
Dr. George S. Stevenson, medical di- 
rector, National Committee for Mental 
Hygiene, 1790 Broadway, New York 
City. 

Col. John N. Smith, Jr., director, 
Institute for the Crippled and Disabled, 
New York City; Miss Marjorie Taylor, 
National Occupational Therapy Asso- 
ciation, Curative Workshop, Milwau- 
kee; Frank G. Thompson, director, 
State Department of Registration and 
Education, Springfield, Ill.; Miss Mar- 
garet Wisemen, executive secretary, 
Consumers League, 31-A Mount Ver- 
non St., Boston. 

Dr. Philip D. Wilson, surgeon-in- 
chief, Hospital for Special Surgery, 321 
East 42nd St., New York City; Miss 
Catherine Worthingham, director of 
technical information, National Foun- 
dation for Infantile Paralysis, 120 
Broadway, New York City; Miss Betty 
Wright, American Society for the Hard 
of Hearing, Washington, D. C.; and 
Dr. Frank B. Gigliotti of La Mesa, 
Calif. 


CALIFORNIA 

Hospital, Nurse Sued 

Mercy Hospital, Sacramento, and a 
nurse at the hospital are named de- 
fendants in a $10,600 damage suit filed 
recently in the superior court as the 
result of the asserted substitution of a 
glass of silver nitrate solution for 4 
bromide dose prepared for a patient. 

Plaintiffs declared that the patient 
suffered shock and her recovery from a 


(Continued on page 40A) 
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Hospital Laboratory Equipment 


HAMILTON 


MANUFACTURING COMPANY 


TWO RIVERS 
WISCONSIN 


Your hospital can be completely equipped with cases, cab- 
inets, and laboratory furniture made up of Hamilton Stand- 
ardized Units. Assemblies of these standard units, like the 
No. 2300 Table and Wall Case assembly shown, cost less 
than specially built equipment and still meet your every need. 
Write today for free catalog. 





(Continued from page 38A) 
heart condition for which she was re- 
ceiving treatment in the hospital was 
delayed as the result of the substitu- 
tion of liquids. The patient states she 
entered the hospital January 13 and 
took the solution on January 17 after 


it was placed beside her bed by the 


nurse. 


Retreat for Nurses 

A three day retreat for nurses was 
held at Mercy Hospital, Sacramento, 
recently. All graduate nurses interested 
in joining the group in retreat were 
invited to write to the director of 
nurses and participate. Rev. Joseph 
Clark, of the University of Santa Clara, 
conducted the exercises. 


CONNECTICUT 


Large Gift to Hospital 

A gift of $10,000 was made by Miss 
Catherine H. Dillon, of Hartford, to 
St. Francis Hospital, there. The money 
is to be used for the general purposes 
of the hospital. Miss Dillon has in the 
past presented other large sums to St. 
Francis’, including that which made 
possible the erection and equipping of 
the Dillon Memorial, a complete unit 
of the institution. 
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FLORIDA east of the new Mercy Hospital site, 


Schools Give Generously officials of VA said. 

Mercy Hospital Building Fund These two large hospitals will help 
school collections accounted for a total materially toward making the Chicago 
contribution of $16,147.35, it was an- campus of Northwestern university 
nounced recently. Leading contribution and the adjoining ‘area one of the 
was made by St. Mary’s School, Miami, world’s greatest medical centers. North- 
which collected a pupil average of western recently launched a hundred 
$3.54, for a total gift to Mercy Hospital _ million dollar building program for the 
of $2,333.21. Second was St. Patrick’s Chicago campus, most of which will be 
Parochial School, Miami Beach, with a used for various types of medical and 
total of $1,402.91, pupil average, $2.81; hospital units. ' 
and St. Theresa’s Parochial School, Designed by Schmidt, Garden, and 
Coral Gables, was third with $1,096.83, Erikson, Chicago architects, the new 
a pupil average of $2.19. Barry College, Mercy group will consist of five build- 
$1,000; North Beach Elementary, ngs. The main structure, to contain 


$859.88; and Hialeah School, $652.42 500 beds, will be 22 stories high. 
followed in that order. Adjoining the main structure will be 


a convent. On the east and linking it 
ILLINOIS with a nurses’ home of 11 stories and 
Giant Hospitals Planned 400 beds, will be a small chapel. East 
Two giant hospital groups, each to of the home and connected with it will 
cost about $10,000,000, are to be built be an amphitheater. 
on Chicago’s near north side. Construction may not be started 
Mercy Hospital, oldest institution of until 1948, said Mother Mary Gene- 
its kind in the state, has bought nearly _vieve, provincial of the Chicago prov- 
an entire block, and will observe its ince of the Sisters of Mercy, with com- 
rooth anniversary by moving in 1950 pletion set for 1950. 
from 2537 Prairie Ave. into what is Selection of a north side site means 
heralded as Chicago’s tallest and the Mercy Hospital is returning to the jo 
world’s most modern hospital. cality of its origin a century ago on the 
The veterans’ administration has de- _ site of what is now the north section of 
cided to build a 1000 bed hospital for the Wrigley Building. Lake House, 
war veterans on the near north side built as a palatial hotel for those days 
and is considering the entire block just (Continued on page 43A) 
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(Continued from page 40A) 
at a cost of $100,000 had been fore- 
closed and abandoned. In a period of 
sickness, the young city was hard 
ressed for medical aid, and the Sisters 
of Mercy volunteered to care for the 
sick in the empty hotel. 

From this small beginning, the Illi- 
nois General Hospital of the Lakes was 
chartered in 1849, the state’s first hos- 
pital. The name later was changed to 
Mercy Hospital. The cornerstone of the 
first unit of the present Mercy Hospital 
was laid in 1868, at the northwest cor- 
ner of Calumet Ave. and 26th St. The 
hospital now covers the entire block 
bounded by Calumet and Prairie Aves. 
and 25th and 26th Streets. It will be 
used as a community institution when 
the new hospital is completed. 

Since its inception, Mercy Hospital 
has always been associated with a med- 
ical school. Up to 1859, it was an in- 
tegral part of Rush Medical College. 
Then it was associated with Lind Uni- 
versity, Chicago Medical College, and 
the medical school of Northwestern 
University. Since 1920, it has been as- 
sociated with Loyola University School 
of Medicine. The Loyola faculty com- 
prises the present hospital staff. 


Pass X-ray Technician Exams 

Sister Mary Regina, O.S.F., and Sis- 
ter Mary Boniface, O.S.F., both of St. 
Anthony’s Hospital, Rock Island, re- 
cently passed the examinations con- 
ducted by the American Registry of 
X-ray Technicians. Both Sisters are 
registered nurses in the state of Illinois. 


INDIANA 
Recognition Awards 

Certificates of recognition were pre- 
sented to the faculty and instructional 
staff of St. Margaret’s Hospital, Ham- 
mond, at a regular faculty meeting 
held in the nurses’ home. 

The certificates were presented by 
Sister M. Vincentiana, hospital ad- 
ministrator, who received them from 
Thomas Parran, surgeon general, 
United States public health service. 
The awards were for meritorious serv- 
ice in recognition of the wartime con- 
tribution of instructors for members of 
the U. S. Cadet Nurse Corps. 


Student Nurse Honor Roll 29 

The office of the school of nursing of 
St. John’s Hickey Memorial Hospital, 
Anderson, released the list of honor 
students, including the. names of 29 
students. It represents the class work 
of the first semester of the current 
scholastic year. Ratings were made on 
the basis of the semester hour, which is 
the equivalent of one hour of class 


work per week for one semester of 18 
weeks, 
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DALLAS 


PURITAN 


COMPRESSED GAS CORPORATION 


Puritan Maid 


BALTIMORE 


Anesthetic, Resuscitating and Therapeutic Gases 
BOSTON HICAGC 


NNAT KANSAS CITY 


Puritan dealers in principal cities 


“PURITAN MAID” ANESTHETIC, RESUSCITATING GASES AND GAS THERAPY EQUIPMENT 





MASSACHUSETTS 

1945 Banner Year 

1945 was banner year for the five 
Catholic hospitals conducted by the 
Sisters of Providence in the Springfield 
diocese: Mercy, Springfield; Provi- 
dence, Holyoke; St. Vincent, Worces- 
ter; St. Luke, Pittsfield; and Farren 
Memorial, Montague City. 

A total of 37,392 patients were cared 
for during the calendar year, and this 
was an increase of 2575 over the pre- 


vious year. Although the Blue Cross 
Association has made it easier for the 
public to pay for their hospitaliza- 
tion —in one instance 70 per cent of 
the hospital’s patients had Blue Cross 
membership — there was still call for 
free and part-free care to the amount 
of $74,048. 

New citizens to the number of 3995 
saw the light of day within the dioc- 
esan hospital portals. The extent to 
which the laboratory facilities are 

(Continued on page 44A) 
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89 Madison Avenue 





Anchor Baby Beads 





Anchor Baby Beads provide an ever visible, positive 
identification of infants, safeguard parents, create pres- 


Initialed Beads have depressed, permanent black letters, 
smoothly finished and lacquered. Silk strings are cello- 
phane coated, waterproof and very strong. Pink and Blue 
Beads are uniformly polished and very strong. All beads 
and strings are warranted to withstand repeated steriliza- 
tions and are impervious to oils and antiseptics. 


No. Description 


13050—Anchor Initial Beads, A to Z yoo 25 beads to envelope) 
Per 100 $2.75 Lot o 


13051—Anchor Pink Beads ...... 
13052—Anchor Blue Beads ..... 
13053—Anchor Bead Strings, 18” 
13054—Anchor Lead Seals ..... 
13055—Anchor Seal Compression Forceps ............ Each 2.00 
13056—Anchor Strings with Blue or Pink Beads 

51%” lengths for Bracelets ......... 
13057—Anchor Strings with Blue or Pink Beads 
7” lengths for Necklaces ....... 


naam Per Bundle of 1000 2.00 
Se eealee Per Bundle of 1000 2.00 
SEs ye: Per Bundle of 100 2.75 


HOSPITAL EQUIPMENT CORPORATION 


1000, assorted, Per 100 $2.50 


New York City 























being used by the attending doctors is 
seen in the fact that 302,259 tests of 
various kinds were made therein in 
1945. 

The. past two years put a severe 
strain on the doctors and on hospital 
staff and personnel, but good care has 
not suffered. One significant evidence 
of this is the fact that in the past two 
years more than 1000 infants were 
were born in St. Luke’s Hospital, 
Pittsfield, without the loss of a single 
mother. 
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The increase in patronage has, to- 
gether with the assistance of hospital 
auxiliary societies, been of great finan- 
cial help. Farren Memorial Hospital 
has paid off $40,000 in the past five 
years and is now free of debt. In addi- 
tion, a gas machine and sterilizer were 
added to the anesthetic equipment. 

The nurses’ home at Worcester was 
painted throughout interiorly, and as- 
phalt tile installed on the ground floor 
and in all classrooms. 

Mercy Hospital added a cystoscopic 
table to the equipment of its urological 
department, through the help of its 
hospital guild, and acknowledged valu- 
able assistance in other ways from the 





guild and from the volunteer aides, 

Providence Hospital, Holyoke, now 
has a new Heibbrink machine donated 
by its guild, and a new surgery lamp 
given by a member of the hospital 
staff. 

Those who have already known the 
excellent care given by the Springfield 
diocesan hospitals have every reason to 
be grateful to the Sisters of Providence 
who conduct them. In this year, doubt. 
less many others will learn of that ex. 
cellent care for the first time. 


Will Soon Leave for Missions 

First in the race to be ready for the 
second departure group to the foreign 
mission field is Sister Mary Dolorita, 
S.M.S.M., who recently finished her 
nursing training at St. John’s Hospital, 
Lowell. A member of the Missionary 
Sisters of the Society of Mary, Sister 
Mary Dolorita soon will be joined by 
many more of her Order — nurses, 
teachers, a pharmacist, and best of all, 
good cooks — all waiting for their one- 
way ticket to the far-flung islands of 
the world. 


MINNESOTA 

Named to Education Commission 

Sister M. Patricia, administrator of 
St. Mary’s Hospital, Duluth, has been 
appointed to a three-year term to the 
the commission on education, spon- 
sored jointly by the American Hospi- 
tal Association and the American Col- 
lege of Hospital Administrators. 


Sisters Celebrate Jubilees 

March 19, the Feast of St. Joseph, 
marked the celebration of the golden 
jubilee of Sister Clotilda, and the silver 
jubilee of Sister Mary Alice, Sisters of 
St. Joseph, at St. Mary’s Hospital, 
Minneapolis. 

The day was opened with high Mass 
at 6 o'clock, in the chapel. Relatives 
and friends came throughout the day 
to congratulate the Sisters and in the 
afternoon a reception was held in the 
nurses’ lounge. At 6 in the evening, 
dinner was served to the Community 
and to visiting Sisters. 

Sister Clotilda has spent the past 16 
years at St. Mary’s Hospital, and is still 
active, helping with sewing and other 
light duties. Sister Mary Alice, a grad- 
uate of St. Michael’s Hospital School 
of Nursing, Grand Forks, North Da- 
kota, spent the first years of her reli- 
gious life at St. Joseph’s Hospital, St. 
Paul, after which she was superior at 
St. Michael’s Hospital for six years. 
For the past three years she has been 
floor supervisor at St. Mary’s. 


Sisters and Personnel Entertained 
On Monday evening, April 1, Cretin 
Band, of the Christian Brothers’ High 
School, St. Paul, gave its annual con- 
(Continued on page 46A) 

















NEARLY fourteen million men and 
women who served the United States in 
World War II stand ready to help the 
physician combat ignorance and super- 
stition. These men and women have seen 
and benefited by the best that modern 
medicine and hygiene have to offer. 
Among the most vital lessons they 
have learned, perhaps, and will transmit 
to their families, is this: 
It pays to detect and diagnose incip- 


ient disease through periodic exam- 
inations—including chest radiographs. 


With radiographic equipment and ma- 
terials becoming available in increasin 
uantities ... and with millions of fami- 
lies now better acquainted with radi- 
ography...medicine has a new op- 
rtunity for bringing better 
ealth to more Americans. 


EASTMAN KODAK 


COMPANY 
Medical Division 
Rochester 4, N. Y. 
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SEALSKIN is a hypo-allergenic LIQUID PLASTIC 
SKIN ADHESIVE that dries to a strong yet soft 
elastic COHESIVE film which adheres to the skin 
and dressings. The film is waterproof and 
resistant to the action of body fluids, acids, etc. 


FOR SKIN PROTECTION... 


SEALSKI 


USE 3 WAYS 


*v SEALSKIN 
tv SEALSKIN 


vw SEALSKIN 


Write for literature on your letterhead please. 
Order from your surgical supply dealer. 


CLAY-ADAMS CC 


LIQUID PLASTIC 
SKIN ADHESIVE 


Pat. applied for 


to adhere dressings or bandages 
to the skin—wound dressings—skin 
traction bandages, etc. 


to prevent adhesive plaster skin 
reactions. Apply a protective coat- 
ing to the skin before applying ad- 
hesive plaster. It peels off with the 
plaster leaving no debris. 


to prevent excoriation of the tis- 
sue in cases of draining fistulae, 
colostomies and the like. 


Per 4-oz. tube $1.50 
Per 16-oz. jar $3.75 
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cert in the auditorium at St. Mary’s 
Hospital, Minneapolis, for the Sisters 
and personnel. The 75 members of the 
band presented a program which was 
highly appreciated by all. This musical 
treat which the Brothers give to the 
Sisters is an annual event, 


Nurses Are Capped 
116 students of St. Joseph’s and St. 
Mary’s Units, department of nursing, 





College of St. Catherine, St. Paul, were 
capped on Sunday, March 24, in the 
college auditorium. 


MISSOURI 

Caps Given to 28 Students 

St. Joseph’s Hospital School of Nurs- 
ing, Kansas City, presented the school 
cap to 28 members of the class of 1948, 
in the hospital chapel, on February 2. 
Rev. Richard J. Schumacher called the 
roll, and Miss Tangney, an instructor 
and alumna of the school, placed the 
caps on the heads of the recipients. The 
program consisted of the recitation of 


the Nightingale pledge by the class, an 
address by Father Schumacher, and 
Benediction of the Blessed Sacrament. 


NEBRASKA 

Plan to Build New Hospital 
Plans have been made by the board 
metnbers of St. Francis Hospital, in 
Osceola, and by the Bernardine Sisters, 
who operate the present hospital, for a 
new hospital. The new building, it is 
estimated, will cost a minimum of 
$100,000 and present plans are that it 
will accommodate 30 beds. It is hoped 

(Continued on page 48A) 


Student Nurses Who Received Their Caps at St. Alexius Hospital School of Nursing, Cleveland, Ohio, 
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March 27, 1946. 











"A knowledge of food and 
nutrition principles is the 
best kit of tools for the 
building of positive health.” 


—THE AUTHORS 


716 Pages. 
99 Illustrations 
and 7 color plates. 
$350 









































“Remains a classic in its field... 
a welcome addition to the library of 
all persons interested in the always 


fascinating study of nutrition.” 


— American Journal of Nursing 
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9th evition 


By Lenna F. Cooper, B.S., M.A., M.H.E., 
Edith M. Barber, B.S., M.S., and 
Helen S. Mitchell, B.A., Ph.D. 


The essential value of good nutrition has 
never been more vitally realized than it is 
today, and this book—authoritative, explicit, 
detailed—presents a coverage of the field 
which will prove of paramount aid to nurses, 
dietitians, and instructors in nutrition. 


Sound. e e The well coordinated team-work of the three authors, each 
outstanding in her own field, makes this one of the most 
practical, usable books of its kind. . 


Thorough « ee Acomprehensive presentation. Well studied in its coverage 
of fundamental principles of nutrition and the application of 
those principles in dietary practice. Emphasis is on the pre- 
ventive and remedial aspects of nutrition. The value of this 

- book is greatly increased by its many supportive teaching 
and learning devices. 


Practical . . . Ideal as a text for students. Covers both courses “Principles 
of Nutrition” and ‘‘Diet Therapy.’’ Indispensable to all nurses 
and dietitians who want at all times an authoritative survey 
of the most widely accepted scientific principles as they 
apply to ‘Nutrition in Health and Disease.” 


LIPPINCOTT NURSING TEXTS 





J. B. LIPPINCOTT COME ANY, East Washington Square, Phila. 5, Pa. 
Enter my order and siend me: 


Cooper, Barber & Mitchell's Nutrition in Health and Disease— $3.50 
( ) Send on approval for consideration as a text. 
( ) ft remit $3.50 in full payment. 


NAME 





ADDRESS 
CITY, ZONE, STATE 
POSITION__ 
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] Amply cut... for liberty of move- 
ment. He can bend and twist or 
stoop or reach . .. with ease. 


9 Tailored . . . to prevent those bind- 
ing sleeves that aggravate ... and 
interfere. 

Bar tacked and reinforced . . . at 


points of strain. The doctors’ favor- 
ite gown will last. 


Pictured is surgeon's gown 














(Continued from page 46A) 
that construction will get under way in 
the near future. 

The new building will be light col- 
ored brick, and the main entrance will 
face the north. Present plans call for it 
to be set some distance west of the 
present hospital. It will be built on 
land donated by Mr. and Mrs. August 
Ienn. The entire unit will be fireproof 
and, among other things, will have an 
X-ray unit, laboratory, modern operat- 
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ing room, maternity ward, accident 
emergency service, children’s depart- 
ment, kitchen, storage, etc. 

In order to build the hospital, a 
building fund is needed. Therefore a 
campaign for $100,000 has opened 
under the direction of Trustees K. A. 
Cornish, August Ienn, and Sr. M. 
Edmundine, superintendent of the 
hospital. 

One tragic result of World War-II 
has been the increased demand for 
health services and at the same time a 
substantial decrease in the medical and 
nursing personnel needed to meet this 





demand. The problem has been carried 
over to the postwar period and, unfor- 
tunately, promises to be a pressing one 
for some time to come. A community 
hospital is the most economical and 
effective way of solving the problem 
because it has a combined knowledge, 
skill, and professional devotion. By 
pooling resources, the community hos- 
pital can provide for better * facilities 
than scattered, unorganized units could 
possibly supply, and by team work all 
the citizens of the community unite to 
fight the enemies of health on all 
fronts. 


NEW YORK 
Hails Famed Nursing Educator 
Miss Annie Warburton Goodrich, 


“elder statesman” of nursing education, 
marked her 80th birthday on February 
26, and received the congratulations of 
President Harry S. Truman. She called 
for an integrated nationwide nursing 
education program to improve health 
standards throughout the United States. 

Miss Goodrich spoke at a luncheon 
at the Waldorf-Astoria sponsored by 
the American Journal of Nursing, held 
to signalize her contribution to nursing 
education and nursing service during 
the past half century. The luncheon 
was attended by more than 500 nota- 
bles in medicine, education, and hos- 
pital administration, and by represent- 
atives of nursing education and nursing 
service in the public health, private 
duty, hospital, and industrial fields. 

Miss Goodrich, organizer and first 
dean of the Army School of Nursing 
during World War I, and also of Yale 
University’s school of nursing, from 
which she retired as dean emeritus in 
1934, said that the 1,250,000 patients 
treated in United States hospitals daily 
need still better nursing care than they 
are now receiving. Such improvement 
will be possible, Miss Goodrich as- 
serted, only through closer integration 
of nursing education in the entire pat- 
tern of medical care. 

Following the tributes by the dis- 
tinguished speakers, Miss Goodrich 
was presented with a corsage of cight 
orchids, each of a different variety, to 
signify the decades of her life. Then, 
on behalf of the American Journal of 
Nursing, she was presented with a 
gold-tooled blue leather book contain- 
ing tributes from hundreds of leaders 
in national and international socia! and 
health movements. Presentation of the 
book was followed by a second gift to 
Miss Goodrich from the American 
Journal of Nursing, a sterling silver 
letter tray. The tray bore the inscrip- 
tion: “To Annie W. Goodrich on her 
8oth birthday, in recognition of her 
dynamic leadership.” 

Miss Goodrich has seen American 
nursing develop from an unskilled vo- 
(Continued on page 50A) 
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SUPPLYING /pseale ag INENS 


TO HOSPITALS 
duce 1892 


The keen buyer of hospital textiles knows that linens used 
in institutions receive far more than ordinary wear. They 
know too, that for lasting, serviceable textiles there is one 
name on which they can rely . .. BAKER. 

The H. W. Baker Linen Company is thoroughly familiar 
with institutional problems. Since 1892 these linens have 
fulfilled specialized needs .. . faithfully, satisfactorily ... 
through numerous critical periods. 
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SEPTISOL 
SOAP DISPENSERS 


Surgeons say the foot oper- 
ated Septisol Soap Dispenser 
is the most convenient and 
most practical soap dispens- 
ing method. It’s foot oper- 
ated. That means both hands 
are free. No danger of con- 


tamination because hands do not touch dispenser. 


= A slight touch of foot releases the correct amount 
of soap (from a few drops to a full ounce.) No soap 
waste. No wasteful dripping. Built for lifetime ser- 
vice—lifetime beauty. The beautiful streamlined 
plastic top and foot pump base stays clean and 
bright. 3 models—Wall Type; Single Portable; 


SEPTISOL SURGICAL SOAP 
... is scientifically prepared from a blend of fine 
—~ vegetable oils. Made especially for use in scrub-up 
rooms. It lathers to a smooth creamy richness help- 
ing to eliminate danger of infection and roughness 
that come from use of harsh, irritating soaps. Best 
on the market for scrub-up room use. 


VSsTAL Nc 


ST. LOUIS NEW YORK 
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cation to acceptance as a skilled pro- 
fession. Her professional career began 
with graduation from the New York 
Hospital School of Nursing in 1892. 
For the next 10 years, she served as 
superintendent of nurses of four New 
York City hospitals. This was followed 
by appointment as inspector of nursing 
training schools for the New York 
state department of education; as direc- 
tor, in 1917, of the Henry Street Visit- 
ing Nurse Service; and as lecturer and 
later assistant professor in the depart- 
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ment of nursing and health at Teach- 
ers’ College, Columbia University, 
from 1904-1923. 

During her career, Miss Goodrich 
has headed such organizations as the 
American Nurses’ Association, the As- 
sociation of Collegiate Schools of Nurs- 
ing, the International Council of 
Nurses, and the National League of 
Nursing Education. 

Since her retirement as dean of the 
school of nursing at Yale, Miss Good- 
rich has been a member of the board 
of nursing advisors of the Institute of 
Living at Hartford, Connecticut. 

Academic and governmental recog- 
nition of her achievements include 


honorary degrees from Mt. Holyoke 
and Russell Sage Colleges, the medal 
of the Institute of Social Sciences in 
1921; the Distinguished Service Medal 
in 1923; the Medaille d’Honneur de 
l’Hygiene Publique from the Republic 
of France in 1928; the Walter Burns 
Saunders Medal in 1932; and the Silver 
Medal of the Ministry of Social Wel- 
fare of France in 1933. 


Construction on New Hospital 
Begun 
Ground breaking ceremonies for the 
new Sisters of Charity Hospital, Buf- 
falo, were held on March 10. The new 
hospital will be built next to the pres- 
ent Louise de Marillac Hospital. 


121,150 Treated in 1945 

Despite heavy drains on personnel 
because of the war, Catholic hospitals 
in the Archdiocese of New York and 
related health services not only fulfilled 
their obligations to the armed forces, 
but maintained a high level of civilian 
service throughout 1945, according to 
the annual report of the health division 
of New York Catholic Charities. 

Monsignor John J. Bingham, direc- 
tor of the division, called attention to 
this record in connection with the an- 
nual appeal for funds for Catholic 
charities. The division represented 15 
general hospitals in the archdiocese 
which treated 72,910 bed patients and 
48,240 applicants to clinics; gave 250,- 
ooo days of free care, dispensed thou- 
sands of free prescriptions, and oper- 
ated ten blood banks and six nursing 
schools. 

Ten special hospitals for tubercu- 
losis, cancer, mental, and maternity 
cases, and the chronically ill cared for 
4871 patients. Sisters of five religious 


- nursing orders visited 1849 in their 


homes and disbursed $21,225 for relief 
and medicine. 

The report stated, “At the war’s end 
more than 700 doctors attached to our 
hospitals were serving with the armed 
forces. Six hundred nurses were in 
military service and more than 300 
other employees, both professional and 
non-professional, were in service. Our 
health services turn now to the great 
and burdensome problems of a peace- 
time that is the aftermath of history's 
most terrible war.” 


OHIO 
Add Clinics 
In recent months, Mercy Hospital, 
Hamilton, added two clinics —an or- 
thopedic and a tumor diagnostic. 


President of State Association 
Sister M. Benignus, R.S.M., admin- 
istrator at Mercy Hospital, Hamilton, 
attended the roth annual mecting 
(April 3-4) held at Columbus, and 
was elected president of the Ohio State 
Association of Nurse Anesthetists. 
(Continued on page 52A) 























HOSPITAL BUYERS! 


DON’T BE MISLED 
BY CHEAP PRICES 
WHEN YOU BUY GELATINE 


Bes Plain gelatines do vary in quality. It is false economy to 
buy a poor-quality product when you can afford the best. 


Knox Gelatine U.S. P. is the purest, highest-quality gela- 
tine you can buy at any price. Yet it is not expensive to 
use...1 pound makes over 360 servings. 


Knox is uniform in quality, uniform in jellying strength 
...that’s why it is considered standard by so many lead- 
ing hospitals. 


Knox is alsoa better buy for hospitals because it is suitable 
for all your patients...even those on special diets, such 
as diabetics. (Ready-flavored gelatine powders average 
85% sugar; Knox contains no sugar at all...is all protein!) 


WRITE FOR the free Knox Quantity Serving Book...also any of the 
other dietaries listed here that you care to have. Address your request 
to Knox Gelatine, Dept. 502, Johnstown, N.Y. 


KNOX 


GELATINE 


(U.S.P.) 


PLAIN, UNFLAVORED GELATINE... 


ALL PROTEIN, NO SUGAR 
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INDUSTRY 
EDUCATION 





Modern Biological Laboratory 


SHELDON’S long, continuous, and suc- 
cessful laboratory experience; efficient 
planning service, and unsurpassed pro- 
duction facilities combine to provide 
the utmost in utility and economy in 
Hospital Equipment. Let our Engineers 
help you plan your Central Supply, 
Sterilizing Rooms, Nurses’ Stations, 
Film Processing Rooms, Pharmacies, 
Laboratories, and other adjunct service 
ereas. Also Nurses’ Training Science 
and Dietetics Laboratories. 


Write for SHELDON'S 
new catalog of Hospital 
Fixed Equipment — a 
catalog showing com- 
plete Hospital Equip- | 
ment and plans for func- 
tional rooms. ; 


E. &. SHELDON & COMPANY 


MUSKEGON, MICHIGAN 





Hospital Activities 
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President of Record Librarians 

Jane E. Malone, R.R.L., of Mercy 
Hospital, Hamilton, was elected presi- 
dent elect of the Ohio Association of 
Medical Record Librarians, at their 
13th annual conference, April 2-3, at 
Columbus. 


Open Fund Campaign 

The campaign for funds for the new 
Mercy Hospital Nursing School at 
Hamilton, opened on April 8, and 
old buildings are being razed prepara- 
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tory to building a 100-bed addition to 
the hospital. 


Triplets Born 

On February 27, triplets were born 
to Mr. and Mrs. Delbert Cooley, at St. 
Joseph’s Riverside Hospital, Warren. 
The infants are two girls and a boy. 
The parents are veterans of World War 
II, Mrs. Cooley, the former Edythe 
Rice, having served in the WACs. The 


babies were named Linda Joyce, Mari- 


lyn Jean, and William Leslie. 


Guild Makes Substantial Gift 

The Good Samaritan Guild of St. 
Joseph’s Riverside Hospital, Warren, 
sponsored its annual benefit card party 


on February 28. The affair was the 
largest and most successful party spon- 
sored by the Guild. The proceeds, 
$2,000, will be used by the hospital to 
equip a new children’s department. 


PENNSYLVANIA 


Drive Over Top 

Final tabulations show that the Dio. 
cese of Scranton has received cash and 
pledges totaling $3,894,373 in its recent 
drive aiming at a $2,000,000 goal. The 
money will be used to build Kings 
College, at Kingston; a hospital at 
Hazleton; and to expand and renovate 
other diocesan properties such as or- 
phanages, homes for the aged, etc. 


Blood Bank Memorial 

Nazareth Hospital, in Philadelphia, 
has dedicated its newly formed blood 
bank to the memory of Captain Leon- 
ard McGee, who was killed in action 
in Germany on March 24, 1945, while 
serving as battalion surgeon of the 
194th Glider Infantry, 17th Airborne 
Division. 

Captain McGee, a native of Bristol, 
graduated from LaSalle College in 
1939, received his medical degree from 
Jefferson Medical College in 1943, and 
served in Nazareth Hospital as one of 
its first interns. He went overseas in 
August, 1944, and took part in cam- 
paigns in Holland, Belgium, France, 
Luxembourg, and Germany. One of 
the few surviving surgeons of the 
193rd Glider Infantry Regiment, he 
was transferred to the 194th. He was 
promoted to captain, on the battle- 
field, by General Eisenhower, and was 
awarded the Purple Heart, with four 
oak leaf clusters. 


Plans Expansion 

Trustees of St. Joseph’s Hospital, 
Reading, with the submission of a 
comprehensive plan and the paying of 
a $223,000 mortgage, paved the way 
for construction of a modern and en- 
larged hospital plant. 

At the same time, the board an- 
nounced that it had refused to go 
along with suggestions made by the 
Community Chest’s hospital survey 
committee a year ago because its sug- 
gested plan would have “frozen the 
growth” of St. Joseph’s Hospital for 
five years. 

“We refrained from taking action 
previously because the survey commit: 
tee requested that institutions opposing 
their program submit an_ alternative. 
We now have a constructive alternative 
program which we believe will insure 
more adequate hospital facilities {or the 
citizens of Reading and Berks County,” 
Louis J. Heizmann, president, said. 

It was revealed that the hospital em- 
ployed Dr. Joseph C. Doane, of Phila- 
delphia, a nationally known hospital 
authority, to survey the institution's 
needs. Doctor Doane’s report was ft 

(Continued on page 53A) 
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ceived by the trustees who decided that 
it should be submitted to the hospital 
staff for consideration before action is 
taken. After the trustees, staff mem- 
bers, and Sisters have an opportunity 
thoroughly to study the plan, their 
findings will be announced, Heizmann 
said. 

As soon as plans can be co-ordinated 
and a financial campaign is completed 
actual construction of a hospital addi- 
tion will be started. 

Payment of the mortgage cleared the 
hospital of all debt. The mortgage 


represented the unpaid balance of the | 


$600,000 expanded in 1926 for con- 
struction of a new hospital wing. 

In December, 1944, the hospital sur- 
vey committee of the Community 
Chest suggested that the Reading and 
Community General Hospitals should 
be merged and that expansion plans at 
St. Joseph’s Hospital, except for an 
addition to the nursing home, should 
be deferred until 1950. After issuance 
of the report St. Joseph’s trustees have 
had experts studying the hospital situ- 
ation to see how their institution best 
could serve the community. 

“We felt that to follow the Chest 
Committee’s suggestions would unduly 
hamper St. Joseph’s Hospital,” Heiz- 
mann said. “An institution cannot 
stand still. It must have facilities to 
grow and this is especially true now in 
view of the constantly increasing de- 
mands for hospital service. Although 
we have installed extra beds and util- 
ized every available inch of space to 
accommodate additional patients, there 
have been times when patients have 
had to wait their turn before being 
admitted. 

“We want to be able to give every 
person first class hospital accommoda- 
tions whenever he needs them. For 
that reason we are submitting our own 
plan, conceived by an expert, for con- 
sideration of the community. We be- 
lieve it is one which deserves support 
of the public.” 


SOUTH DAKOTA 
New Surgeon for Hoven Hospital 

Dr. John B. Janis, of Cambridge 
Springs, Pa., visited at the Hoven Hos- 
pital, in Hoven, the end of February. 
He was interested in taking over the 
work at the hospital and expressed his 
approval of both the hospital and the 
South Dakotans whom it was his pleas- 
ure to meet during his short stay. 

Dr. Janis is a graduate of Temple 
University, Philadelphia, Pa., and is a 
capable physician and surgeon with 
much experience behind him. After 
spending a day in Hoven, Dr. Janis 
returned home to make final arrange- 
ments for moving to Hoven perma- 
nently. 




















Now Offered with Detachable Blade and Thickness Gauges 


Modified Blair-Brown Skin Grafting Knife with 
Marck’'s Thickness Determining Attachment 


At the suggestion of many users, the new 
Blair-Brown Skin Grafting Knife is now 
offered with a detachable blade and the 
Marck’s Thickness Determining Attachment 
is now furnished with a set of four copper 
plate gauges for accurately regulating the 
thickness of the desired skin graft from 6 to 36 
thousandths of an inch in 2 thousandths inch 
steps. In use, the gauges are selected for 
the desired thickness and are then placed 
between the knife edge and the threaded 
grip rod as shown in illustration ‘‘H"’ above. 
The knurled thumb screws at both ends of 
the Marck's Attachment then are adjusted 
until the space between the grip rod and 
knife edge provides a light tension on the 
gauges. 

The detachable blade feature greatly re- 
duces the cost of using the knife since extra 
blades are inexpensive and make it possible 
to own the equivalent of five knives at less 
than the former cost of two knives. These 
blades are made of razor steel and when 
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1831 Olive St. 


properly stropped by the emery flour method 
before each operation have been used in 
twenty or more operations before needing 
honing. A honing tube, “E,"’ is supplied 
with each knife to facilitate changing the 
angle for proper honing. A metal container 
which will hold seven biades is also included 
for use in storing and sterilizing the blades. 


B-B967 — Modified Blair-Brown Skin Graft- 
ing Knife, ‘‘B,"’ complete with one blade, 
Marck's Thickness Determining Attach- 
ment and set of four- 


B-B968 — Modified Blair-Brown Skin Graft- 
ing Knife, ‘‘D’’ (same as above but with- 
out Thickness Determining 
Attachment) . atoll $9.50 


B8-B970 — Blair-Brown Knife 
Blades only, each 
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From Mitchell to Sioux Falls 

The Sisters, staff, and faculty of St. 
Joseph’s Hospital, Mitchell, regret the 
resignation of Dr. J. V. McGreevy, 
former president of the staff, from the 
enrollment. 

The doctor has been active at St. 
Joseph’s for the past seven years, and 
has won a host of admiring friends and 
acquaintances. 

Dr. McGreevy, with his wife and 
three children, are making their home 


» in Sioux Falls. The staff at McKennan 


Hospital, Sioux Falls, has gained a 
valuable addition to its membership. 
Sodality Starts Burse 


The Sodality of the Immaculate 
Conception, St. Joseph Unit of the 


Presentation School of Nursing, Mitch- 
ell, has started a burse for the educa- 
tion of a student for the priesthood. It 
has been named the Nano Nagle Burse 
in honor of Nano Nagle, foundress of 
the Sisters of the Presentation. The 
burse was begun more than a year ago, 
and since that time more than $1,300 
has been collected. 


TEXAS 

Women’s Club Presentation 
Before the closing of the Bryan 
Army Air field, the Officers Wives’ 
Women’s Club presented a check for 
$475 to St. Joseph’s Hospital, Bryan, 
for the purchase of a late model Cyclo- 
Propane gas anesthesia machine. The 

(Continued on page 54A) 
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an illustrated circular in 
which is pictured the entire 
line of Hollister Birth 
Certificates. Other items 
of our service ate pictured 
and fully described. 
Items comprising the 
Hollister Birth Certificate 
Service are listed below: 


Hollister Quality 

Birth Certificates 
Frames for 
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Footprint Outfits 
Long Reach 

Seal Presses 
Graduation Diplomas 
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all hospitals. If not received by your 
hospital, please write for it. 


Franklin C. Hollistér., 


538 West Roscoe ce. 
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Hospital Activities 
(Continued from page 53A) 
offering was made in memory of the 
late Mrs. Duckworth, wife of Col. 
Joseph Duckworth, commanding offi- 
cer of the Bryan Field. Plans also have 
been completed for the installation of 

an elevator in the hospital. 


Addition to Bethania Hospital 

Mother M. Clare, vicar-general of 
the Sisters of the Holy Family of Naz- 
areth, has obtained permission of the 
Holy See and with the blessings of 
Most Rev. Bishop, J. P. Lynch, will 
build a large structure which will pro- 
vide housing for the Sisters and 21 
beds for patients. 

With the completion of plans, the 
breaking of the ground took place De- 
cember 19, 1945, with Rev. P. P. Mol- 
loy officiating. At present, the founda- 
tion is completed, but is at a standstill 
due to the steel strike; therefore, the 
blessing of the cornerstone has been 
postponed until sometime in May. It 
will be a problem to continue a post- 
war construction with a cost involving 
an investment of many thousands of 
dollars in this expansion project. 

The new building is planned to be 
of dark red brick, in conformity with 
the original building and adjacent 
buildings which will present the de- 
sired results of good planning. The 
building itself is to be four stories and 
basement. The second, third, and 
fourth floors are connected with solari- 
ums. The chapel extends through the 
depth of the entire building, which 
measures 27 by 53 feet and choir 28 
by 10 feet. The entire building totals 
56 rooms, plus bathrooms, and has two 
large screened porches. With the annex, 
Bethania Hospital expects to have a 
capacity of 100 beds. 


NEW OFFICERS FOR TEXAS 
CONFERENCE 

At the conclusion of the one day 
meeting of the Texas Conference of 
the Catholic Hospital Association of 
the United States and Canada, held at 
Fort Worth, March 20, the following 
officers were elected: 

Sister Alberta, Providence Hospital, 
Waco, president; Sister M. Fidelma, St. 
Mary’s Infirmary, Galveston, vice-presi- 
dent; Sister Catherine Elizabeth, St. 
Joseph’s Hospital, Fort Worth, secre- 
tary-treasurer. The executive commit- 
tee to serve during the year includes 
Sister Mary of Jesus, St. Anthony’s 
Hospital, Amarillo; Sister Antonio, St. 
Paul’s Hospital, Dallas; Sister M. 
Kostka, St. Therese Hospital, Beau- 
mont; Sister M. Camillus, Mercy Hos- 
pital, Laredo. Seventy-nine Sisters, rep- 
resenting 28 of the 40 Texas Catholic 
hospitals, attended the convention. 


WASHINGTON 

State Association Elects 

A list of the officers of the Washing- 
ton State Hospital Association, elected 
at the annual convention, held in Ta- 
coma, March 14 and 15, follows: 

Nan Rowlands, R.N., Cobb Hospi- 
tal, Seattle, president; Sister John 
Gabriel, Sisters of Charity of Provi- 
dence, Mount St. Vincent, Seattle, life 
honorary president for distinguished 
service; Burton A. Brown, M.D., Pierce 
County Hospital, Tacoma, president- 
elect; A. L. Holberg, Maynard Hospi- 
tal, Seattle, secretary-treasurer; Jewell 
Drake, R.N., Cobb Hospital, Seattle, 
executive secretary; Mrs. Cecile Tracy 
Spry, R.N., Everett General Hospital, 
Everett, first vice-president; Sister 
Brendan, Sacred Heart Hospital, Spo- 
kane, second vice-president; Horace 
Turner, Deaconess Hospital, Spokane, 
third vice-president. 


WEST VIRGINIA 

Capping Exercises 

Saturday evening, March 9, was a 
gala occasion for the 49 preclinicals of 
St. Mary’s School of Nursing, Hunt- 
ington, who received their caps at an 
impressive ceremony. The hall and 
chapel were filled to capacity with rela- 
tives and friends who came to congrat- 
ulate the young students. After the 
actual capping, all went to the chapel 
for Benediction. An inspiring address 
was given by Rev. Henry Huppert, 
P.S.M., hospital chaplain. The music 
was rendered by the students who sang 
hymns of praise and thanksgiving, and 
the Ave Maria. At the conclusion of 
the service a reception was held in the 
nurses’ dining hall which was attrac- 
tively decorated in the school colors, 
blue and gold. 


WISCONSIN 

Honor Doctor 

Several prominent Wisconsin physi- 
cians and surgeons were present at a 
testimonial dinner meeting recently, at 
the Hotel Wausau. The dinner was 
arranged by the Marathon County 
Medical Society in appreciation of Dr. 
Joseph F. Smith, a local physician and 
surgeon and president of the medical 
staff of St. Mary’s Hospital, Wausau. 

The main speaker was Dr. Ervin R. 
Schmidt, of Madison, chief of surgical 
service of the University of Wisconsin 
medical school, whose topic was “Ad- 
vancing the Frontiers of Surgery.” 


Eye Barracks for Hospitals 

Private hospitals of Milwaukee are 
so crowded that the newly formed 
Medical Veterans’ Association of Mil- 
waukee has suggested to the Milwau- 
kee Hospital Council that the hospitals 
obtain barracks. 

(Concluded on page 56A) 








Now Available- Promyat Delivery 


Your opportunity to secure NEWEST MERCHANDISE... 


we advise ordering early as quantities are limited. 


Polished Aluminum 
SETTEES AND CHAIRS 


SETTEE with case hardened polished aluminum arms and legs, the 
newest construction. Tubing is 114” seamless. Selected hardwood 
frame. Eight way hand-tied coiled spring seat and back. Covered 
in Masiand Duran, the new resin plastic fabric with superior wearing 
quality and resiliency. Better than leather. It is waterproof and 
will not fade, crack, check or peei. Duran covers in choice of Brown, 
Maroon, Dark Green, Dark Blue. Please specify. 


catia $77. 950 


F.0O.B. Factory 


eo a $6750 


F.0.B. Factory 


MATCHING CHAIR in the famous Duran 
upholstering. Arms and legs in case hard- 
ened polished aluminum, a construction that 
has taken the country by storm. Specially 
suitable for hospital use. Inner frame of 
selected hardwood. Eight way hand-tied coil 
spring seat and back. Upholstered in Mas- 
land Duran which is a new plastic fabric. 
Superior to genuine leather. Its surface is 
waterproof and made to be easily cleaned 
with soap and water. It is impervious to 
acids, alcohol, gasoline, oil, grease, caustics 
or perspiration. 


near = SQ 





Ginst Time in § Years! 


GENUINE INDIAN HEAD @\ 
Hoover Apron ( 
. 


$975 $905 
Lots of 12, 2 EACH Single, 3 EACH 


2B-301—This extra durable Sanforized Indian Head Hoover Apron in 
genuine white is now offered in limited quantities. Double service, 
reversible garment which will cut your laundry bill in half. Constructed 
to withstand constant washing. Full cut and roomy. Will keep your 
help neat appearing. Smartly styled to fit comfortably. Sizes 30 to 46. 
Specify sizes desired. 


—~ 








Clark Linen & Equipment Co. 


303 W. Monroe St. Chicago 6, IIilinois 


MIAMI OFFICE — 3831 N. E. SECOND AVE., MIAMI 37, FLA. 
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Afobron 


AND PLASTIC 
WALL COVERING 


ENSURES 
DECORATING 
SECURITY 


St. Marcaret’s Rectory, Convent 


ano ScHOOL 


Rr. Rev. Joun J. Sueerin, Pastor 
A_ most attractive and appropriate color 
scheme was _ introduced 
of these’ buildings through the use of 
FABRON on walls and ceilings. 


in all interiors 


Whatever an administrator's first judgment of a 
method of decoration, his ultimate opinion is based 
on the durability of its beauty, practicality and 
physical aspects. The use of FABRON assures the 
long life of these qualities. The administrator of a 
Catholic institution who specifies FABRON, finishes 
his buildings structurally, decoratively and perma- 
nently. 


He will find confidence in the knowledge that the 
sturdy FABRON fabric-and-plastic backing gives 
strength to walls, preventing cracks and concealing 
blemishes, while its lacquer surface answers the 
decorative needs of every type of interior. Fur- 
thermore, FABRON can be washed simply and 
easily with soap and water, eliminating the need 
for periodic redecoration. 


Hundreds of Catholic institutions are using { 


FABRON and their administrators have testified to 


tion? 





230 PARK AVENUE 


Established 1913 


the complete satisfaction it has given them. 


A trial installation will 
convince you of the pre- 
eminence of FABRON as 
a wall treatment. May we 
have the privilege of giv- 
ing you further informa- 


Ns scasiionibaaibeldad BLANK & COMPANY, INC. 


NEW YORK 17, N., Y. 





Hospital Activities 


(Concluded from page 54A) 

According to the veterans’ group, a 
preliminary study indicated that Mil- 
waukee is short 1500 hospital beds. 
With Associated Hospital Service (Blue 
Cross) and the surgical and medical 
care plan of the Medical Society of 
Milwaukee County getting set to dou- 
ble Blue Cross membership and bring 
it to 1,000,000 in Wisconsin by 1947, 
the bed shortage will become more 
acute unless there is construction of 
new hospitals, the veterans hold. 

Doctors and surgeons returning from 
military service are finding it difficult 
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to get hospital beds for their patients. 

Construction of some new hospitals 
and additions to others are planned, 
but the veterans fear that restrictions 
due to the housing shortage may fur- 
ther delay hospital building. 

The hospital council has made a 
counterproposal, suggesting that the 
stay of each patient in a hospital be 
cut by at least one day wherever that 
would not endanger the patient. The 
average stay now is eight and one half 
days. 

“A reduction of one day per patient 
would add at least 1000 more beds a 
year,” said Mr. Knisely, president of 
the hospital council. “Where this plan 
has been tried, it has done more to re- 
lieve bed shortages than anything else.” 


Doctor Veterans’ Problems 


In hospital circles it is reported that 
one difficulty for returning doctors js 
that some doctors who stayed at home 
during the war are not willing to give 
way to doctor veterans. These home 
front doctors insist, they report, that 
the needs of their patients come before 
those of the veterans. 

Some veterans also have difficulty in 
becoming staff members of hospitals, 
One reason is some of them are young 
and the professional staffs of hospitals 
do not like to take on a new doctor 
until he has proved his ability in pri- 
vate practice. In such cases, the doctor 
must turn his patient over to a staff 
member for hospitalization. 

Technical rules of hospitals have 
been tightened during the war. Some 
returning doctors are finding restric. 
tions they do not like. 

The new Medical Veterans’ Associa- 
tion of Milwaukee has been formed to 
take up such problems. It has 175 
members and expects to have more 
than 300. They are trying to solve the 
problem of obtaining housing for 
members, as well as office space. Other 
purposes of the association are to pro- 
vide refresher lectures and to exchange 
military experiences. 


Seven Nurses Graduated 

Seven young ladies received their 
graduation pins and diplomas at Holy 
Family Hospital, -Manitowoc, Febr. 3. 


Cancer Clinic 

The 6th monthly Cancer Clinic was 
conducted at St. Joseph’s Hospital, 
Marshfield, Wisconsin. Forty-five per- 
sons came for examination from local 
and surrounding towns. 


A MODEL PREMATURE NURSERY 


Opening of a premature baby nur- 
sery at the Johns Hopkins Hospital, 
which is described as the newest and 
most extensive facility of its kind in 
Maryland, has been announced by Dr. 
Edwin L. Crosby, hospital director. 

The new nursery, which cost more 
than $100,000 to build and equip, was 
completed through a combination of 
contributions of the Harriet Lane 
Home and the Johns Hopkins Hospital 
and an allotment of more than $40,000 
from the Federal Works Agency of the 
U. S. Government under provisions of 
the Lanham Act. Containing 22 beds, 
the new nursery for premature infants 
is housed in the Harriet Lane Home. 
Designed along the most modern lines 
with the assistance of the Children’s 
Bureau, U. S. Department of Labor, 
the new nursery has controlled air con- 
ditions, special resuscitators and oxy- 
gen equipment, incubators, special f 
formulae and elaborate precautions 
against infection. 











THE WHY OF 
THE “‘WEAR”’ 


of Floor Treatments 


CONTINENTAL 
WAXES ADHERE 


ORDINARY WAXES 
SOON WEAR OFF 








Makes These Heavy Duty Floor Treatments 
Wear Longer on Room Floors and Corridors 


Car-Na-Lac and Continental ‘18’ floor treatments, made only with best 
carnauba wax, wear longer because they hold to the floor with the grip 
of a vise . . . don’t flake or pull off! 

Ordinary floor finishes loaded with resins and substitute waxes usuall y 
fail quickly for two reasons: First, resinous waxes speedily disintegrate 
...soon wear out. Second, they lack the adhesive qualities that make 
them adhere to the floor instead of the feet . . . soon wear off. 

Car-Na-Var and Continental ‘‘18’’, made with practically indestruct- 
ible carnauba wax, can’t wear out. Uniquely processed to adhere to the 
floor, they take a long time to wear off . . . thus cutting down on waxing 
applications, material costs, manpower! Want proof? Send for liberal 


experimental sample. 
ENTAL’ | 8 “ 


5. PAT. OFF. 


pER FLOOR FINIS 








CONTINENTAL CAR-NA-VAR CORP. 
Brazil, Ind 


1625 E. National Ave. 
Specialists in Heavy Duty Floor Treatments 


Acts like a lacquer made of wax. Applied 
with the usual wax applicator. Levels out 
as it dries, resulting in a uniform, streak- 
less, lacquer-like gloss. Self-polishing . . . 
dries in 15 to 20 minutes. Car-Na-Lac 
floor treatment has at least twice the 
wearing qualities of ordinary water waxes 
and is waterproof, non-slippery. Adapted 
for all floors except unsealed “‘raw’’ wood. 
Meets Proposed Federal Specification for 
Item 9, Type I. 


The same as Car-Na-Lac except that 
it contains about 38% more solids. 
Heavier solid content gives a higher gloss 
and reduces number of applications. 
Covering capacity averages the same as 
Car-Na-Lac, but one coat does the work 
of two. Recommended by a leading na- 
tional liability insurance company for 
safety. Meets U. S. Treasury Specifications 
for “Finish Material” (and Proposed Fed- 
eral Specifications for Item 9, Type II). 
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FROM the baby’s view. 
point Baby-San is “tops.” 
Comfortable and con. 


tented after the Baby-San bath the 
infant sleeps soundly because the 
mild lather soothes delicate skin. 
For not only does this purest liquid 
castile soap clean quickly, it also 
leaves a safety film of oil to prevent 
dryness or irritation. 


Nurses prefer Baby-San because a 
few drops provide a complete bath 
without fuss. Seldom is additional 


lubrication required. To the supervisor Baby-San means 
simplified bathing routine, saving of nurses’ time, /ower 


bathing costs. 


The trend today is toward Baby-San in an ever increasing 
number of hospitals. For Baby-San guarantees benefits 
in the nursery that no other baby soap can surpass, 


HUNTINGTON LABORATORIES INC 


HUNTINGTON INDIANA 





New Supplies and Equipment 


escesessssesecsesscsesscssecsetecsccesecsccsessesssssesssesssst 
rtitittititesttttettsttstettttistetis tttetetest este tes testes 
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Production, Service, and Sales News for 
Hospital Buyers 


ENSEALS 


Enteric-Sealed Tablets, Lilly, replace 
with surety a number of doubtful 
methods of enteric coatage. Fully de- 
scribed and illustrated in an attractive 
current booklet and giving a wide 
coverage. 

Eli Lilly and Co., Indianapolis 6, Ind. 

For brief reference use HP—410. 


HEAT TREATED TUMBLERS 


Libbey Glass Company announces 
the addition of five new sizes in its 
popular “Governor Clinton” line of 
Heat-Treated Tumblers. The new ca- 
pacities include a squat 8-ounce and 
tall 7,.8, 10, and r14-ounce sizes, all 
“Heat-Treated” for extra strength and 
longer life. Users who have had ex- 
perience with the three Heat-Treated 
Govenor Clinton Tumblers introduced 
during the war in 5, 9%, and 12 
ounce sizes, report they last from three 
to five times longer than ordinary 
glassware. Each glass also carries the 
unconditional factory “Safedge” guar- 
antee offering to replace any number 
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that chips at the drinking rim. The 
present complete line of eight items 
provides a matched. service for almost 
every institutional use. The corrugated 
sidewalls of the Governor Clinton 
shape make the tumbler easy to hold. 
Expansion of the line for institutional 
users. 

Libbey Glass Co., Toledo, Ohio. 

For brief reference use HP—411. 


WILL ROSS CATALOG 

A reference book: “Today, more 
than ever, it is essential for hospital 
buyers to have exact and dependable 
information about all of the merchan- 
dise they plan to purchase.” The open- 
ing foreword of Will Ross is followed 
by 250 pages of illustrations and de- 
scriptions of Quality Hospital Supplies. 
“We have tried to include all essential 
information at the same time keeping 
it as brief and concise as possible to 
save your time. We shall be glad to be 
of service,” concludes the foreword. 

Will Ross, Inc., 3100 Center St., Mil- 
waukee 10, Wis. 

For brief reference use HP—412. 


SEALWELD COFFEE URNS 
Extra features with Sealweld Burn- 
out-proof Coffee Urns are chrome 
plated bronze fittings, stainless steel 
jar ring, sanitary liner, stainless steel 
liner fittings and tubes, permanent 
bottom and welded stainless steel 
bodies. Bottoms never burn out. 
S. Blickman, Inc., 2502 Gregory Ave., 
Weehawken, N. ]. 
For brief reference use HP—413. 


‘TOMAC INFANETTE 


A streamlined, light weight yet du- 
rable, easy to handle, transparent plas 
tic bassinette for the hospital nursery is 
the Tomac Infanette. The baby is 
clearly visible from any angle at all 
times to nurse, doctor, or visitor. The 
Infanette is molded from one solid 
piece of specially treated transparent 
plastic material. There are no seams 
to weaken — no crevices to gather dust 
or germs—all edges, corners, and 
molded-in handles are rounded, turned, 
and finished by hand. Easily cleaned, 
inside and out, with warm water and 
mild soap. Its original lustrous simon- 
ized finish easily can be maintained 
by rubbing with a soft cloth. Can be 
sterilized with 1:1000 solution o 
Zephiran. Will fit any standard frame 
—is 13% inches wide by 27% inches 
long, and weighs only 5 pounds. 

(Continued on page 61A) 





gineer 


Seaml 


The American Hospital Supply 
Corp., The Merchandise Mart, Chicago, 


lil. 
For brief reference use HP—414. 


SURGICAL EQUIPMENT 


Scanian-Morris recessed supply cabi- 
nets, sterilizing facilities for exacting 
phases of hospital work, better surgi- 
cal lighting, apparatus for administer- 
ing oxygen, Scanlan sutures, Wiltex 
gloves, Glasco applicators, Stille in- 
struments, all are fully treated in the 
current issue. 

The Wilson Rubber Co., Canton, 
Ohio 

Glasco Products Co., 111 
Canal St., Chicago 6, Ill. 

The Ohio Chemical & Mfg. Co., 
General Offices, 60 E. 42nd St., New 
York, N. Y. 

Baxter Laboratories, Glenview, Ill. 

For brief reference use HP—415. 


STEAM DETERGENT CLEANING 

Of increasing interest to hospital 
superintendents and others responsible 
for hospital maintenance cleaning are 
the savings in time, money, and effort 
being effected by steam detergent clean- 
ing methods. A booklet on this subject 
has been issued. Described in this book- 
let are many applications of steam 
detergent cleaning for (1) cleaning 
machinery equipment and parts for 
subsequent repair and overhaul, (2) 
preparing equipment surfaces for re- 
painting or refinishing, (3) cleaning 
equipment too large for tank immer- 
sion, or where suitable tanks are not 
available, (4) paint stripping. Empha- 
sis is placed on steam detergent clean- 
ing as a simple, fast method for safely 
removing grease, oil, dirt, sand, and 
other deposits from all types of equip- 
ment through the combination of me- 
chanical force, controlled heat, and 
effective detergent action of recom- 
mended materials. Savings of nearly 
50 per cent of former costs and more 
than 75 per cent of time and effort are 
reported on some cleaning operations 
using this modern method. 

Oakite Products, Inc., 22 Thames 
Street, New York 6, N. Y. 

For brief reference use HP—416. 


IDEAS IN STEAMER BASKETS 

In the past few years, the tremen- 
dously increased interest in steam 
cooking has resulted in an effort ex- 
pended on the improvement of the 
steam cooker, but relatively little 
thought has been given revamping the 
baskets, With this idea in mind, en- 
gimeers set out to design a_ basket. 
Seamless in construction, made from 


North 


...WE ASK 


THE MEN WHO 
DO THE ACTUAL 


SCRUBBING... 


DO YOU DEMAND FIRST 
IN A CLEANING AGENT?” 


Out of 489 maintenance men polled, here’s the way they 
answered: Quick, easy CLEANSING (214), free, complete 
RINSING, (128) ability to do a thorough job (82), SAFETY 
to floors and hands (56), PLEASANT ODOR (9). 


SOIL-Solu 


GIVES ALL FOUR! 


For manual or machine-scrubbing there is no better 


liquid cleaning agent than SOIL-Solv, 


Formulated 


of a high grade vegetable oil soap and a synthetic 
detergent, SOIL-Solv meets the exacting require- 
ments of the most conscientious maintenance man. 


Manufactured Only By 


@) Midland Laboratories 


DUBUQUE, 


IOWA 





heavy gauge stainless steel, and with 
polished finish inside and out, the new 
baskets are of definite aid in keeping 
your kitchen more sanitary. The 
rounded corners make cleaning simple, 
doing away with the necessity of scrap- 
ing and digging in corners and the 
rounded corners also make for greater 
ease in stirring or turning foods. Being 
seamless, there are no possibilities of 
weak points in construction; and the 
life of the basket should be much 
longer. The new baskets are available 
in a variety of shapes and sizes, 12 in 
number, all constructed of the finest 
18-8 stainless steel, perforated or non- 


perforated as desired. The saving in 
cleaning and maintenance expense, 
makes these baskets desirable, and 
when coupled with their all-around 
greater ease of handling and longer 
span of life, would seem to put them 
at the top of the list for replacements 
or for new installations. 

Market Forge Co., Food Service 
Div., Everett 49, Mass. 

For brief reference use HP—417. 


HUMIDICRIB 
To increase the health and comfort 
of the prematurely born infant, a 


(Continued on page 62A) 
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Every dental plaster made by Samuel H. French Company has a past—a back- 
ground of 102 years of manufacturing experience and laboratory skill. There 
literally is no finer plaster on the market—particularly for the exacting needs of 
surgical and hospital work. The two FRENCH'S PLASTERS described here are smooth, 
uniform, free from lumps and bubbles. They are calcined for extreme hardness; 
setting time is accurate EVERY TIME; accelerators are never necessary. 


FRENCH’S REGULAR DENTAL PLASTER For Bandages and Casts 


Initial set of 2 to 3 minutes allows ample time to apply even a difficult cast. 
Final set, very hard, takes 8 to 10 minutes. 


FRENCH’S IMPRESSION DENTAL PLASTER For Orthopedic Surgery 


Combines accuracy with great speed. Fast initial set takes 1 to 1/2 minutes. Final set 
3 to 5 minutes. 


475-477 YORK AVE. 


Samples and complete information available on request 


SAMUEL H. FRENCH & COMPANY 
Plaster Manufacturers Since 1844 puraperpura 2s, Pa. 





New Supplies 


(Continued from page 61A) 


“Humidicrib,” with cover and sliding 
panels of “Lucite” acrylic resin is being 
produced. Designed by the Wilmot 
Castle Company for scientific control 
of humidity and temperature, this 
modern hospital equipment formerly 
had a top of heavy steel. Peacetime re- 
turn of the Du Pont plastic now per- 
mits a crystal-clear cover that keeps the 
baby always under instant supervision 
and simplifies proper attention. The 
old-style cover required frequent lifting, 
which disturbed the maintenance of 
exact humidity and temperature needed 
for each infant. In the new type, slid- 
ing panels of “Lucite” allow the nurse 
to insert her hands without greatly 
altering prescribed conditions. The plas- 
tic cover collects much less condensa- 
tion than the steel one did, and has 
the further advantages of lightness of 
weight, shatter-resistance, and im- 
proved appearance. The transparent 
cover and sliding panel of this humi- 
dicrib simplify the nurse’s problem in 
caring for a premature infant. The 
transparent panels of “Lucite” acrylic 
resin make inspection easy without 
disturbing the temperature and humi- 
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dity inside, and their shatter resistance 
is an added safety factor. 
Wilmot Castle Co., Rochester, N. Y. 


For brief reference use HP—418. 


WHAT'S NEW 

The rooth consecutive issue of 
What’s New (February, -1946) is a 
complete and attractive Abbott effort. 
From Ernest Fiene’s splendid cover 
to the last page it is chock full of in- 
teresting material. 

Abbott Laboratories, North Chicago, 
lil. 

For brief reference use HP—419. 


PITTCHLOR 


A new high-test calcium hypochlor- 
ite, containing a minimum of 70 per 
cent of available chlorine, is now avail- 
able for civilian uses, according to an- 
nouncement. Now marketed under the 
trade name “Pittchlor,” the product 
previously had been requisitioned by 
the armed forces in large quantities as 
a bleach, germicide, and disinfectant. 
It also found wide usage in the shrink 
resistance .treatment of military woolen 
socks. Calcium hypochlorite solutions 
made with Pittchlor are establishing 
themselves throughout the food indus- 
try as efficient agents for preventing 
food contaminations by microorgan- 


isms on equipment and around prep- 
aration areas. Solutions made with 
Pittchlor kill the growing organisms 
and destroy the contamination on 
which they live. Wherever foods or 
liquids are prepared, solutions contain- 
ing Pittchlor help to fill the urgent 
need for completely sanitary conditions. 
In laundries, Pittchlor- has three im- 
portant functions: as a bleach, germi- 
cide, and deodorant. Stock (solutions 
which are readily prepared) make its 
use easy and convenient. 

Pittsburgh Plate Glass Co., Colum- 
bia Chemical Div., Fifth Ave. at Belle- 
field, Pittsburgh 13, Pa. 

For brief reference use HP—420. 


BOOKLET ON YOUNG 
UROLOGICAL X-RAY TABLE 

Features of the improved Young Uro- 
logical X-Ray Table, designed to add 
to the comfort of the patient and urol- 
ogist as well as to the quality of the 
radiographic product, are described in 
a booklet announced by the Westing- 
house Electric Corp. The new urolog- 
ical table is completely equipped with 
a tubestand, knee crutches, leg .exten- 
sion, drain pan, adjustable back rest, 
shoulder supports, and L-F Bucky dia- 
phragm with an extra fine grid. The 
16-page booklet contains both photo- 

(Concluded on page 64A) 








T? 
in 
brand 
to we 
expen: 


The I 
for qu 
Utica 
cotton 
treme! 
and in 
scienti 
of the 
vetera 
Utica 
instru: 


Sampl 


“In our more than 


a quarter of a 


century of operation, 


we have used 


more Utica sheets 





than any other brand.” 


SAYS 


R. BRUCE CARTER 


Managing Director of the famous 


RICE HOTEL 


Houston, Texas 


HERE is a very good reason for buy- WOVEN EXTRA STRONG... 

ing more Utica sheets than any other TO WEAR EXTRA LONG 
brand. Uticas are woven extra strong — . 
to wear extra long. They save you the 
expense of replacing sheets so frequently. 


The Utica label stands for a reputation 
for quality that is almost 100 years old. 
Utica sheets are made of longer fibre 
cotton, woven to stand up under the 
tremendous strains of daily launderings 
and incessant hospital wear, and bleached 
scientifically so as not to lose one whit 
of their amazing strength. That is why 
veteran hospital administrators consider 
Utica sheets one of their most effective 
instruments in holding down expenses. 


Sample will be sent gladly upon request. 


Selling Agents 
UTICA and MOHAWK COTTON MILLS, Inc. TAYLOR, PINKHAM & CO., Inc. 


Successor to Taylor, Clapp & Beall 


UTICA 1, NEW YORK 55 WORTH STREET, NEW YORK 13 N. Y. 
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NOW AVAILABLE 
in 16mm SOUND 

















.. 90 DEEP IN ITS 
UNDERSTANDING... THAT 
FOR ONE IMMORTAL 
MOMENT YOU TOUCH THE 
ETERNAL TRUTH...THE 
FINAL FULFILLMENT... 

OF EVERYTHING YOU ARE 
...OR EVER HOPE TO BE. 


20th CENTURY-FOX presents 


Frany Werfel’s 


THE 
SONG OF 
BERNADETTE 


with 

JENNIFER JONES 

WILLIAM EYTHE 

CHARLES BICKFORD 

VINCENT PRICE - LEE J, COBB 
GLADYS COOPER 


+++ for CONVENT ana J 
HOSPITAL Gudiences ff 


Single Booking Rental 


Quantity Booking Rental (minimum 8 pictures yearly) 


incorporated 


330 W. 42nd St., New York (18) 


1709 W. 8th St., Los Angeles (14) 101 Marietta St., Atlanta (3) 
109 N. Akard St., Dallas (1) 3145S. W. 9th Ave., Portland (5) 


68 Post St., San Francisco (4) 


64 E. Lake St., Chicago (1) 





New Supplies 


(Concluded from page 62A) 
graphs and sketches illustrating the 
construction of the table, which is 
equipped with a Westinghouse 100 
MA or a 200 MA transformer and a 
WSP X-ray tube. 

Westinghouse - Electric Corp., Box 
868, Pittsburgh 30, Pa. 
For brief reference use HP—421. 


AEROSOL INSECTICIDE 
“BUG BOMB” 
Plans for national distribution and 
sales of the Bug Bomb, “aerosol in- 


64A HOSPITAL PROGRESS 


secticide dispenser, have been com- 
pleted. Strategically located warehouses 
will insure adequate stocks of the 
“Bug Bomb” aerosol dispenser at all 
times throughout the country. Some 
of the points at which these ware- 
houses will be located are Richmond, 
Va.; Jacksonville, Fla.; Atlanta, Ga.; 
New Orleans, La.; Dallas, Tex.; St. 
Louis, Mo.; Cincinnati, Ohio, and 
Chicago, Ill. Officials of the U. S. De- 
partment of Agriculture have stated 
that the one pound of insecticide in 
the “Bug Bomb” — prepared accord- 
ing to the Westinghouse civilian-use 
formula which combines the powerful 
pyrethrum with a DDT solution — 


has the killing power of two gallons 
of the best oil-type fly spray. 
Westinghouse Electric 
Div., Mansfield, Ohio. 
For brief reference use HP—422. 


DR. LAWRENCE W. SMITH 


Dr. Lawrence W. Smith, well known 
pathologist, is now associated with 
Commercial Solvents Corporation as 
medical director. Previously, Dr. Smith 
was professor of pathology at Temple 
University School of Medicine and was 
director of laboratories at Temple Uni- 
versity Hospital. He also worked ex- 
tensively with the Lakeland Founda- 
tion on the development of therapeutic 
uses for chlorophyll and its derivatives 
in the cure of war wounds and burns, 
Dr. Smith became instructor in pathol- 
ogy at Harvard University in 1920. In 
1922.he went to the University of the 
Philippines at Manila as professor of 
pathology and bacteriology. He re- 
turned to Harvard the following year 
as faculty instructor in pathology; he 
became assistant professor in 1926. In 
1928 he joined the staff of Cornell 
University’s medical college. 


E. DALE TROUT 


Appointment of Mr. E. Dale Trout 
as director of an expanded Technical 
Services Department to co-ordinate all 
types of technical advisory services is 
announced today by Vice-President W. 
S. Kendrick, G-E X-ray Corp., Chi- 
cago. Previously head of both the X-ray 
Therapy Service and the Industrial 
Technical Service, Mr. Trout now adds 
to his duties the direction of Diagnos- 
tic X-ray and Physical Therapy Tech- 


nical Services. 


WYANDOTTE MEN REPORTING 

BACK FROM ARMED SERVICES 

Prewar representatives of the J. B. 
Ford Division of Wyandotte Chemicals 
are returning to their former duties in 
several different parts of the country 
after completing “service jobs” for 
Uncle Sam. To date, these former 
Wyandotte service representatives a- 
gain are covering their old territories: 
Monroe F. Bouchet, New York; P. M. 
Dickinson, Richmond, Va.; Leon J. 
Kinaman, Albany, New York; M. W. 
Powers, Boston; J. W. Rohr, Packag- 
ing Dept., Philadelphia; G. W. Saun- 
ders, Chicago; R. N. West, Lexington. 
Ky.; G. Millard Whitney, Baltimore. 


MAJOR MC FERRIN C. RITTER 


On terminal leave from the Medical 
Administration Corps, Army of the 
United States, Major McFerrin C. 
Ritter has resumed his duties as Sales 
Promotion and Advertising Manager 
of the Prosperity Company, Inc., lo 
cated in Syracuse, New York, and 
manufacturers of a complete line of 
laundry and dry cleaning machinery. 
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